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DISCUSSION ON 
THE PATHOLOGY AND TREATMENT OF 
| PERNICIOUS ANAEMIA. 
I, PERNICIOUS ANAEMIA A SYMPTOM-COMPLEX 
RATHER THAN A DISEASE.* 
G. LOVELL GULLAND, C.M.G., M.D., F.R.C.P.Ep., 
Professor of Medicine and Clinical Medicine, University of . 


, Edinburgh. 


Tur clinical picture of pernicious anaemia is sufficiently 
well established and definite, subject to almost infinite 
variation though. it is. The variations depend on the 
acuteness and severity of the disease, the prominence of 
special symptoms according to the part of the body specially 
disturbed—the bone marrow, the heart, the kidneys, the 
gastro-intestinal tract, the nervous system (brain, spinal 
cord, or peripheral: nervesy, and sometimes even the skin— 
and to the presence or absence of complications which may 
mask the primary condition to a greater or less extent. 
The ‘clue to the mazes of this labyrinth is the examination 
of the blood, and the diagnosis can never be made with 
certainty unless this is done. The principal criteria are 
a high colour index, the presence of megalocytes, and, in 
the great majority of cases, leucopenia. Megaloblasts, if 
they can be found, are helpful, and the platelets are 
diminished in number, and are individually larger than 
usual. There may or may not be poikilocytosis, poly- 
chromasia, punctate basophilia, and other less important 
changes. The high colour index, the most important of all, 
is of course due to the fact that pernicious anaemia is a 
megaloblastic anaemia, that red corpuscle formation has 
to a greater or less extent ceased to be normoblastic, and 
that the megaloblasts, left over from embryonic life, have 
resumed their earlier functions, and are pouring out 
laiger red corpuscles into the circulation than the normal 
_ones. The importance of a high colour index is perhaps 
best shown by remembering how difficult it is to make a 
diagnosis of pernicious anaemia in remission, when the 
index has dropped to normal or below it, and if there is 
no properly authenticated history. Unusual anisocytosis, a 
little punctate basophilia, and a leucopenia are all that one 
can expect, and these justify only a conjectural diagnosis. 

Probably we are al! agreed that pernicious anaemia is 
essentially a toxaemia—a toxaemia which affects the blood 
and bone marrow more profoundly and more constantly 
than any other organ, but which may and often does affect 
also practically every organ in the body in varying degrees. 
This toxaemia affects certain sets of people with greater 
frequency. Pernicious anaemia is much more common in 
people in later middie life when resistance is sapped 
by other degenerative processes, and the occurrence of 
familial and hereditary cases is much too frequent to be a 
mere coincidence. Possibly there is among these people 
an hereditary or congenital weakness of the bone marrow, 
just as there is in others such a weakness of parts of the 
nervous system. I have satisfied myself that these family 
= cannot be explained by similarity in conditions of 
ife. 

The real problem before us is—what is the toxin? We 
can postulate certain things about it, but we do not know 
its nature. It is usually slow in action, gradually cumula- 
tive till its maximum effect is produced; if this is survived 
the patient recovers, sometimes very rapidly, either because 
the poison is exhausted er because a relative immunity is 
produced. Then the process begins again, and may be 
repeated several times. The toxin is generally regarded as 
haemolytic, but there is very little real evidence that it is 
so in the sense of actual dissolution of corpuscles; it is more 
probable that both circulating corpuscles and those in pro- 
cess of formation in the marrow are poisoned, and therefore 
more easily destroyed by the ordinary phagocytic processes 
in the marrow, spleen, haemolymph glands, liver, and else- 


*The opening paper of a discussion in the Section of Medicine at the 
Annual Meeting of the British Medical Association, Edinburgh, 1927 


where. It is probable also that the toxin in some way 
specially interferes with the normoblastic function of the 
marrow and inhibits it. It is certain that it inhibits the 
normal development of the neutrophil series of leucocytes; 
it is quite common to see cases in which the white count 
has never exceeded 4,000 per c.mm. with a low proportion 
of polymorphs, even though septic processes have occurred, 
and have been successfully overcome, and in which post 
mortem the marrow is full of myelocytes with hardly a 
polymorph to be seen. Possibly the same sort of thing 
occurs with tlie normoblasts; the first sign of improvement, 
in the blood is often a slight drop in the colour index, 
because the ban has been lifted and more reds of normal 
sizé are coming into the circulation. In some way the toxin, 
interferes with the formation of blood plates. They are 
few and large in the acute stages, increase and become, 
smaller as improvement takes place, and may be numerous 
in remission. The toxin produces sclerosis in the spinal 
cord, and scattered necrotic areas in the liver. Other 
changes might be adduced, such as chronic inflammatory 
lesions in the kidney, punctate basophilia in the reds, which, 
is undoubtedly a toxic evidence, and so on; but enough has 
been said to show that the toxin is capable of producing 
widespread changes, not only in the marrow and blood, but. 
in ail the other organs which have to do with the destruc- 
tion or elimination of poisons, or which can be influenced 
by them. Further, these changes are of the same kind as, 
those which we are accustomed to associate with microbic. 
poisons, with the single exception of the high colour. 
index. All the other septic anaemias, using the word septic 
in the widest possible sense, show a low colour index. , 

Can we accuse any known organism of causing the 


disease? The answer is, I think, so far in the negative.’ 
There is certainly no organism to be found in the blood, 


itself. Countless blood cu!tures have given negative results,: 
and I can certify that no known stain enables us to demon- 
strate organisms of any kind in the plasma or corpuscles. 
The first organism to be accused was the streptococcus, 
mainly because it was found in the mouth, stomach, anc 
faeces of cases of pernicious anaemia, but partly also 
because of fancied success in treatment with serum and 
vaccines. I shall have more to say of this latter point 
later on, but as regards the former we know how ubiquitous 
streptococci are. For many years back I have records of 
faecal cultures in all sorts of conditions, and I am convinced 
that streptococci are not more common or More numerous 
in pernicious anaemia than in many other conditions; and, 
according to the latest studies, they are not of the haemo- 
lytic type at all. They certainly are not constantly present. 
The same applies to throat and other cultures. If a haemo- 
lytic streptococcus were really the cause of pernicious 
anaemia we should expect and should find an entirely 
different series of blood changes. The same applies to the 
Bacillus coli, whose claims have also been mooted, with still 
greater force. 

The most recent prisoner at the bar is the Bacillus 
welchii, a non-proteolytic spore-bearing anaerobe, which is 
a normal inhabitant of the intestine, and which causes 
gas gangrene of wounds when they become infected with 


it. Moench, Kahn, and Torrey led the way in the study: 


of B. welchii in this connexion. They demonstrated that 
the faeces of 33 cases of pernicious anaemia contained a 
much higher number of B. welchii (and also of B. coli and 
streptococci) than those of normal persons. Of these 
three organisms the only one really haemolytic was the 
B. welchii. The other two were of the normal intestinal 
types. None of the four strains of B. welchii, strongly 
haemolytic though they all were, was more potent in this 
respect than strains from normal persons. Therefore, the 
authors point out, if these intestinal strains of B. welchii are 
to be regarded as causaily-related to pernicious anaemia, 
it must be either because of ‘their excessive number or 
activities in the colon, or more probably in the small 
intestine, into which they might wander, or to unusual 
permeability of. the intestinal wall to their toxins. 
Frankly, it is unlikely that excessive numbers of organisms 
in the colon could alone produce a disease like pernicious 
anaemia, and the next step is to demonstrate that 
organisms of the type normally found in the colon are 
present ip the small intestine in pernicious anaemia in 
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unusually large numbers. There is already a considerable 
bedy of literature which tends to show that this actually 
occurs. he methods used are various, from the passage 
of the duodenal tubo to the establishment of an ileostomy, 


* but apparently every worker found the flora quantitatively 


increased, and many describe the invasion of the small 
intestine by colonic types. Those most frequently found 
in excess were streptococci and B, coli; in most cases the 
technique used was not suited to demonstrate B. welchii. 
lt is known that artificial stenosis of the ileum in dogs 
causes the flora of the small intestine to become the same 
as that of the colon, and Williams has shown that the 
same thing happens in man as the result of acute intestinal 
obstruction, while the striking curative effect of B. welchii 
antitoxic serum in his cases shows how potent that 
organism must be when it makes its way into the ‘small 
intestine in large numbers. Kahn and Torrey have 
carried the indictment of this organism several stages 
further. They injected monkeys intravenously with 
B. welchii toxin in small doses, and claim to produce all the 
blood changes which are considered to be typical of perni- 
cious angemia. In work which is not yet published they 
damaged the mucous membrane of the stomach of monkeys, 
and fed them with cultures of B. welchii. They then found 
in the blood and tissues changes identical with those found 
in pernicious anaemia in the human being. All the 
workers on this subject assume that the cause of the 
upward spread of the colonic flora is the gastric achylia 
which is present in the disease. 

This is very strong evidence if it is confirmed, and we 
may be certain that the last word on the subject has not 
yet been said. We have all felt sure for many years that 
the intestine was a probable source of some of the toxins 
causing pernicious anaemia, even though the deposit of 
haemosiderin in the liver is no proof of blood destruction 
in the portal system itself, as it occurs when haemolysis 
takes place in the general circulation. 

It has often been suggested that some spirochaete or 
protozoon might be responsible, but so far no definite 
evidence against either has been adduced. A considerable 
amount of work has been done in America with the view 
of showing that sufferers harbour intestinal parasites of 
various kinds (other than bothriocephalus), and that ex- 
trusion of these ‘is followed by cure. 

A great deal of work, much of it bewildering to the non- 
chemist, has been done in the endeavour to show that a 
deficiency of cholesterol in the blood is wholly or partly 
responsible for haemolysis, and it is pretty definitely known 
that cholesterol is diminished in the blood in pernicious 
anaemia. Unsaturated fatty acids, strongly haemolytic, 
are always present in the blood even in normal people, but 
are presumably kept in check by the cholesterol or some 
other antihaemolytic body. It is conjectured rather than 
actually proved that the amount of haemolytic lipoids in 
the blood is increased in pernicious anaemia, but there is 
no agreement among authors as to how the antagonism 
between the haemolytic substances and cholesterol acts 
upon the corpuscles so as to produce haemolysis. In any 
case, while some such action may be the means of haemo- 
lysis, it is obvious. that a low cholesterol value and a 
high fatty acid value cannot be a primary change, but 
must be secondary to some general metabolic disturbance 
caused in some as yet unknewn way. The spleen has been 
regarded as an important factor in this connexion, and it 
is stated that after removal of the spleen the cholesterol 
value in the blood is increased, and the fatty acids are more 
completely saturated, that blood corpuscles taken from the 
splenic vein are less resistant than those in the general 
circulation, and that after splenectomy in dogs the cor- 
puscles become more resistant not only to hypotonic saline, 
but to other haemolytic agents. It seems to me, however, 
that while this may have an important bearing in such 
conditions as acholuric jaundice, in which the corpuscles 
are less resistant than normal and in which it is known 
that splenectomy causes improvement, it is far-fetched to 
transfer the conclusions to pernicious anaemia, in which 
the corpuscles are more resistant than normal, not only 
to hypotonic salt solutions, but probably to other haemo- 
lytics as well. 

We must next consid « the part played by gastrie achylia 


in the production of the disease. Achylia is practically con- 
stant, for while I have found hydrochloric acid present 
in a few cases in the test meal, I have sometimes also found 
it present in gastric cancers, in which its absence is just 
as much the rule. Cases are known in which, after achylia 
lasting for years, pernicious anaemia has developed. It 
has been shown that among the relatives of patients achylia 
is relatively frequent, though it must be admitted that 
achylia has not been sought for with the same keenness 
in the relatives of patients suffering from other diseases, 
It is, of course, known that it is of frequent occurrence, 
not only among normal people, but in a host of debilitating 
conditions of the most various sorts. Obviously those who 
believo that achylia is the primary factor will hail with 
delight the recent work which I have quoted on the trans- 
formation of the flora of the small intestine. But there 
are many difficulties which have to be met. It must be 
demonstrated that persons with achylia show this intestinal 
transformation before they develop pernicious anaemia, 
otherwise the change in flora might be secondary to the 
disease, and not its cause. Some explanation must be found 
for the fact that the achylias secondary to various debili- 
tating diseases do not develop pernicious anaemia, and this 
is specially the case with gastric cancer. I have only seen 
two cases of pernicious anaemia associated with gastric 
cancer—an infinitesimal fraction of my experience of the 
disease, and as certainly accidental as its occasional asso- 
ciation with cancer of the breast, the larynx, and other 
organs. One can imagine no other condition so likely 
to lead to floral transformation as gastric cancer, and yet 
the anaemia which it produces is always one of low colour 
index. Qne of the most striking facts about pernicious 
anaemia is that it does not develop out of an anaemia of low 
colour index, but, as far as I can judge, is primary in the 
sense that it is megaloblastic from the beginning. 

We must remember that what we may call cryptogenctic 
or idiopathic pernicious anaemia is not the only form in 
which the disease occurs, but that there are large groups 
of cases in which the cause is known, though we do not 
always know how the causal condition acts. 

I may cite first bothriocephalus anaemia, with a blood 
picture and symptoms identical with those of pernicicus 
anaemia, and in which cure follows the removal of the 
worm. Only a few, of the persons harbouring the werm 
develop the disease,'and it is suggested, on the one hand, 
that it is only those who have a pre-existing haemopvictic 
weakness who do so; on the other, that it is only when 
segments of the parasite are digested, possibly because the 
worm is dead or enfeebled, that the toxic agent is set 
free in the intestine and absorbed from it. The toxic 
agent in this case is believed to be cholesterol oleate, which 
is not only haemolytic, but probably inhibits the norme- 
blastic function, and so fulfils two of my main postulates. 

In contradistinction to this are the observations on. the 
pernicious anaemia of horses. The disease is believed to 
be due to the infestation of the gastric mucous membrane 
of the horse by the larvae of certain flies. A toxin apna- 
rently protein and not lipoid is produced, which is carried 
in the blood, and can cause the disease when the blood is 
injected into other horses. In one case a human being is 
believed to. have been infected from a horse. Here we have 
two different toxins of quite diverse character apparently 
producing the same effect in the bleod, bone marrow, and | 
other organs. 

It is definitely established that a certain proportion of . 
cases of sprue are also cases of pernicious anaemia. I think 
the larger part of the anaemic sprues that I have seen 
have had a low colour index, but it is possible that they 
may have been in remission so far as the pernicious anaemia 
was concerned, or may not have developed it. I have given 
details elsewhere of a number of cases in which the blood 
and_ other evidences were typically those of pernicious 
anaemia, with the same tendency to remission and relapse, ; 
and many others are known. The cause of sprue is not 
definitely established ; a yeast (Monilia) has been considered 
to be the causal agent, but there seems grave doubt whether 
it is not a secondary saprophyte. In this connexion 
another group of cases, of which I have seen four examples, 
is of interest. These were persons who had either never 
been out of this country, or at least had never been in 
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any country where sprue is endemic. They were all typical 
pernicious anaemias, as far as their blood and symptoms 
could guide one—one of the severe fatal type, the other 
three milder and more chronic, but with the usual tendency 
to remission and relapse. They all had stools like those 
of sprue, two had sore tongue, two had not. The pancreatic 
insufficiency, so far as one could judge, had preceded the 
development of pernicious anaemia. Indeed, in one of the 
patients, a man of 34, pancreatic defect was known to 
have existed since he was 3. The blood had never been 
examined until I saw him first, a few months ago. Are 
we to enlarge the definition of sprue to include these cases? 


If not, in what way does the pancreatic defect act? Does 


the interference with digestion allow of the formation of 
a protein or of a lipoid poison, or does it encourage the 
growth of organisms? 

Other groups of cases are those caused by syphilis and 
malaria, in both of which the marrow is probably primarily 
affected, and both of which can be cured by curing the 
original disease. 

A different type is that associated with pregnancy. It 
is not very uncommon, and in my experience is not 
usually fatal, though it may be so. No organismal infec- 
tion has been demonstrated, and there is a general ten- 
dency to regard it as due to some metabolic disturbance 
interfering with the marrow. The cases that recover seem 
to do so completely, but some have been known to develop 
pernicious anaemia again in a later pregnancy. 

Another condition which can produce the blood picture 
of pernicious anaemia is over-radiation. It may do so in 
normal persons, but seems more likely to do it in leukaemic 
patients in whom the marrow is already disturbed. An 
actual aplastic anaemia may be produced. Here there is 
no evidence of haemolysis, so far as is known, but rather 
of normoblastic exhaustion. A considerable proportion of 
primary aplastic anaemias show a high colour index. We 
know nothing of the cause of the condition, whether it is 
a toxaemia swamping marrow reaction, a congenital marrow 
defect, or a combination of the two. There are other 
poisons, such as benzol and trinitrotoluene, which may have 
a similar effect. 

The sum of all this is that there are many conditions, 
known and unknown, which can produce a megaloblastic 
anaemia; that we cannot hope to discover the cause of 
pernicious anaemia, because there are many causes. 
In other words, pernicious anaemia is a symptom- 
complex rather than a disease. What we hope will 
happen will be that gradually the great group of 
cryptogenetic cases, which includes by far the largest 
proportion, will be eaten into by discovery. Some error 
in the intestinal canal is probably the starting point of 
most of the cases of this group, but it does not follow that 
the error is always the same error, and it seems to me that 
underlying its operation is probably the power of resistance, 
congenital or acquired, of the blood and bone marrow to its 
influence. This determines whether, in two persons with 
the crror x, one shall develop pernicious anaemia, the 
other a secondary anaemia or none at all. 


TREATMENT. 

The treatment of pernicious anaemia is unsatisfactory, 
as we all know, from the point of view of ultimate cure, 
but it is possible to do a great deal for these cases, and it 
is most important to approach treatment in a hopeful 
spirit, and not to allow ourselves, the patient, or his 
friends to be daunted by the unfortunate name of the 
disease. Nearly 100 per cent. recover, or should recover, 
from a first attack; the great majority will from a second. 
It is in the later relapses that real difficulty arises, and 
that our therapeutic resources are tested. But even then 
no stone should be left unturned, for there are many cases 
on record of complete recovery, and many more of very 
long remissions. My own best case is that of a lady who 
from 48 to 50 was very ill, required several transfusions, 
— and has remained well till her present age 
of 76. 

Rest, sunlight, fresh air, cheerful surroundings, general 
tonic measures, are as important as in any other toxic 
condition, Diet requires to be regulated by the patient’s 
alimentary condition, and has to vary between the severe 


= 
simplicity of peptonized milk in cases with much sickness, 
and a practically full diet when the stomach is not dis- 
turbed. Minot and Murphy have recently suggested a 
diet with a high complete protein value, in which 
the main ingredients are liver, meat, preferably bullock’s 
heart, fruit, and so on. My experience of this diet 
is limited; several patients who have had the courage 
to persevere with it have done well—one case is still in 
remission after two years—but it must be confessed that 
none of these cases had gastro-intestinal disturbance at 
any time, and they had all been able to take large doses of 
arsenic in the early stages, so that they would probably 
have done well in any case. Other cases have not borne 
the diet well, or have rebelled against it. It is very 
important to regulate the bowels, and acute cases that can 
stand it are always the better for colon lavage. Hydro- 
chloric acid is used as a routine measure, for in medium 
doses it certainly helps appetite and improves digestion ; 
but I find that the huge doscs that Hurst would have us 
use aro not well borne, can hgrdly ever be persisted with, 
and have no advantages to compensate for the discomfort 
they cause. Of course, in cases associated with severe 
gastric catarrh the acid is not tolerated at all, and one 
has to fall back on ordinary sedative measures. 

Arsenic remains our standby, and there is no doubt in 
my mind that the best way of giving it is as the hydro- 
chloric solution by the mouth, gradually increasing the dose 
till the patient’s limit of tolerance is ascertained, and 
continuing with the largest dose that can be taken with 
complete freedom from arsenical symptoms until in favour- 
able cases a colour index below unity is attained. It should 
then be stopped and iron given instead. Iron is only 
useful in this disease at this stage, and should never be 
given earlier. The tolerance of arsenic is one of the most 
useful prognostic indications we have. Patients who can 
take 10 minims thrice daily will almost always do well, those 
who cannot get up to 5 minims generally will not. We do 
not know with certainty how arsenic acts. It is a stimu- 
lant to normoblastic regeneration, and must be useful in 
that way, but I think most of us feel that it has some 
further action, either antiseptic, antitoxic, or antilhaemo- 
lytic. If a patient cannot take arsenic by the mouth after 
the stomach has settled down, his chances of recovery by 
the use of arsenic given in any other way are small indeed. 
I have satisfied myself by repeated clinical observations 
that cases recover more quickly with arsenic by the mouth 
than if it is given intravenously or intramuscularly, either 
in simple solution or as the organic arsenics, and I have, 
I think, given a fair trial to all the latter. Therefore I am 
apt now only to turn to the organic arsenics when arsenic 
by the mouth has definitely failed—very rarely do they 
then succeed. 

Mercurochrome has been tried. I have given it intra- 
venously in five cases. In three it had no effect beyond 
giving the patients very sore mouths; in one it did not 
prevent a speedy fatal issue; in the fifth it was brilliantly 
successful. It was a puerperal case: the patient was very 
ill, could not take arsenic, and was running a high 
swinging temperature without any discoverable cause. 
A single injection of mercurochrome khrought the fever to 
an end, and the patient began at once to improve under 
the usual treatment. Probably she was suffering from a 
septicaemia in addition to the pernicious anaemia, although 
the blood culture was negative. 

Transfusion of blood was discussed in this Section last 
year at Nottingham, and I need therefore only quote my 
conclusion then: that it is not curative, is sometimes not 
even useful, but may be of great service in helping the 
patient round a critical corner when his vitality is 
exhausted by toxaemia, and may give him a chance to 
recover himself. 

Curiously enough, normal horse serum, given either 
intramuscularly or by the mouth, sometimes seems to be of 
service when arsenic fails. 1 was led to try it originally 
by reported successes with antisireptococcus serum, I could 
not persuade myself that the antistreptococcal part of the 
serum could be of value, and the occasional good result 
from the unaltered serum justified that feeling. I under- 
stand that many cases are still treated with vaccines, 
usually streptococcal, made from the patient’s faeces or 
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stock. I tried these at one time, as I have tried almost 
everything that has been suggested as treatment for this 
disease, but satisfied myself that they were of no value. 
They are very apt also to cause severe reactions, even with 
the greatest care in dosage, which always throw the patient 
back. I have already given reasons for believing that 
streptococci play no part in causing the disease. ; 

Intestinal antiseptics are not curative, but are often 
useful as adjuvants. 

Splenectomy has come into vogue of late years, espe- 
cially in America. It is a purely empirical procedure, for 
we really know nothing of the part which the spleen plays 
in the disease, and it can be done with fair safety, for it 
is extraordinary how well cases of pernicious anaemia will 
stand operation. But I have never been able to satisfy 
myself from published reports that the cases did any better 
than those treated in the ordinary way, or, generally 
speaking, so well, and I have never advised this operation. 
One observer has noted that if a relapse occurs after 
splenectomy it is usually the last. 

Many other drugs and substances have been used which 
I fotbear to mention. In no disease is it more difficult to 
estimate the effect of treatment, unless one has dealt with 
large series of cases, because of the tendency to remission 
which may come on at any moment without warning, and 
without cause. A recent case impressed this on me afresh. 

A lady of over 70 was admitted to a nursing home, delirious, 
febrile, sick, and thoroughly poisoned-looking, with red cells 
ean, eee and haemoglobin 20 per cent. She was so ill 
and feeble’ that even transfusion was not thought to be worth 
while, and she was treated simply by careful feeding and nursing, 
and a little arsenic by the mouth. Within three days, far too 
soon for the arsenic to have acted, she had greatly improved, 
the haemoglobin had risen to 33 per cent., onl within a month 
she was practically well, with haemoglobin 76 per cent. 

Had anything energetic been done—transfusion, splenec- 
tomy, massive doses of a serum or vaccine—she would have 
been hailed as a brilliant success for that particular line 
of treatment. The real truth is that if a case has made 
up its mind to have a remission it will have it, and no 
treatment, not even wrong treatment, will prevent it! 
These dramatic recoveries are more common in first and 
second attacks, but may occur even with later ones.. One 
is inclined, therefore, to be sceptical about the result of 
any new line of treatment unless a large number of cases 
have been dealt with, and it has been found to be as 
useful in late attacks as in early ones. 

Theoretically we ought to keep our cases under observa- 


‘tion during remission, but we all know how difficult it is to 


do this. It is the time, however, in which anything that 
wiil build up the patient’s resistance should be undertaken, 
and when we get a real explanation of the cause of the 
cryptogenetic group, we may hope that remission will be 
the time when the cause or causes may be dealt with. 
So much attention is now being focused on the disease 
that we may surely hope for advance, though it will be 
made more: probably by the chemist or the bacteriologist 
than by the clinician. 


II.—HAEMOLYSIS AND THE BONE MARROW IN 
PERNICIOUS ANAEMIA, 


W. K. HUNTER, M.D., D.Sc., 
Muirhead Professor of Medicine, University of Glasgow. 


Proressor GuLiand’s statement that the clinical picture 
of pernicious anaemia is wel! established and definite is 
true; but there is this difficulty—that the term, as used by 
different writers, has not always the same significance. 
For instance, it is said that the proportion of recoveries 
in pernicious anaemia is at least 10 and possibly 20 per 
cent.; again, that it is only one-half per cent.; and yet 
again, that if a patient recovers the disease was not 
pernicious anaemia. Those different writers have appar- 
ently a different conception as to what exactly constitutes 
pernicious anaemia. In considering the pathogenesis of 
disease, however, we are mainly concerned with the inter- 
pretation of the symptoms and post-mortem appearances 
and these, I think, are not in dispute. ‘ 


Now the two most notable features in pernicious anaemia, 
from the point of view of its morbid anatomy and also of its 
symptomatology, are (1) the evidence in the liver and other 
tissues of increased destruction of red corpuscles, and (2) 
the marked changes, both macroscopic and microscopic, 
which are found in the bone marrow. It is on these two 
points that the discussion as to the pathology of pernicious 
anaemia must centre. The two are doubtless related, but 
what the relation may be is not certainly determined. It 
has been held that the haemolysis is the primary event, 
and that the marrow change is due to an endeavour on the 
part of the blood-forming organs to compensate for the 
cells lost. A second view is that the marrow change is the 
primary one, and that the haemolysis is due to abnormal 
blood cells from an abnormal marrow undergoing destruc- 
tion more rapidly than rormal. The third view suggests 
that the haemolytic changes and the changes in the marrow 
are more or less coincident. All these theories presuppose 
the presence of a toxic substance acting on blood or 
marrow, or on both blood and marrow. In the pernicious 
anaemia due to the bothriocephalus we know the source, 
and perhaps the nature, of the toxin; and we are aware 
that appearances like those of pernicious anaemia can be 
produced experimentally by certain haemolytic serums and 
by several chemical poisons. But the nature and source of 
the toxin in the vast majority of cases of pernicious 
anaemia are unknown. Many theories have been advanced. 
Predisposition without doubt must count for something. 
Professor Gulland has mentioned the occurrence of the 
disease in two or more members of the same family. Then 
there is the absence of free hydrochloric acid, which not 
only determines loss of an antiseptic to the stomach, but 
is often associated with the less vigorous and virile type 
of individual. Pernicious anaemia is a disease of later 
years, and I would emphasize the comparative frequency 
with which it is met in advanced life. I have-noted, too, 
how often in cases of pernicious anaemia, in women at 
least, there is a history of ‘* bloodlessness ’’? during adoles- 
cence. As showing the tendency to “ disturbance ”’ of the 
marrow in the same family, I would quote the case of a 
woman with polycythaemia rubra vira who _ inquired 
whether she had pernicious anaemia, as her brother had 
died of that disease three months previously. 

As regards the exciting cause in pernicious anaemia, I 
always think of this disease as a subinfection of some sort, 
somewhat analogous to what is found in the urinary and 
biliary tracts, and possibly in diseases so different as 
Hodgkin’s disease and disseminated sclerosis. All these 
conditions have periods of improvement and exacerbation, 
and in all of them the disease is most difficult to eradicate. 
The fever which is so frequent in the more acute phases of 
pernicious anaemia suggests an infective process, and when 
a patient with pernicious anaemia has fever the condition 
has usually become more or less critical, for the anaemia 
is then often rapidly progressive. In one typical case of 
pernicious anaemia under my care, this fever ultimately 


took on the characters of the Pel-Ebstein type of Hodgkin’s 


disease. 

With reference to the relation of the haemolysis to the 
megaloblastic marrow, I cannot satisfy myself that the 
haemolysis is simp!y due to the presence of immature cells 
in the circulation, these being more vulnerable and so more 
readily dealt with by the normal haemolytic apparatus. 
There are cases of profound anaemia of the so-called 
secondary anaemia type where similar immature cells are 
in the circulation, and in which no such haemolysis occurs. 
And so, while the immaturity of the red corpuscles may 
be one factor in the increased haemolysis of pernicious 
anaemia, I think the evidence favours the view that there 
is also a definite haemolytic agent present, which is absent 
in most other anaemias, as well as in the normal individual. 
There is little evidence that this haemolytic substance acts 
directly on the red cells. It seems more probable that 1t 


acts by stimulating the normal phagocytic process in the , 


spleen, marrow, and other tissues, 

That the megalocytic marrow is entirely due to this 
increased destruction of red cells also seems to me improb- 
able. Formerly it was held that the megaloblastic marrow 
was the result of the great overactivity of the marrow, the 
type of cell becoming more primitive so that it might 
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multiply more rapidly. But in polycythaemia, where there 
is apparently a great demand for the production of red 
corpuscles (sometimes there being three times the normal 
number of red cells in the circulation, and this over a 


ong of many years), there is no megaloblastic marrow. - 


e same applies to acholuric jaundice, where, judging 
rom the amount of bile pigment in the blood, the haemo- 

is must be at least as great as in pernicious anaemia. 
4 must be remembered also that there is presumably a 
megaloblastic marrow in the earliest recognizable stage of 
pernicious anaemia at a time when there is very little 
anaemia of any sort. This is perhaps best seen in cases of 
subacute combined degeneration of the cord, where, with 
an anaemia of not more than is represented by 80 per cent. 
of corpuscles, the blood is megalocytic in character. Con- 
versely, the change from megaloblastic to normoblastic 
marrow which occurs, at least to some extent, when the 
patient has his remission, is of importance in this con- 
nexion, for it apparently must be initiated in many cases 
when the anaemia is still very profound, and while there 
is still a great need for red corpuscles. It would seem that 
tho megaloblastic change in marrow is more or less an 
initial change, produced possibly by the toxin which 
determines the increased haemolysis. 

The following clinical details are of interest in this 
connexion. 

In a patient with polycythaemia who has been under observation 
for the past five years the red corpuscles ranged at first from 
10 to 15 million per cubic millimetre, but under treatment with 

ol the number was reduced to 6} million, He took benzol 
in small doses for four years and seemed to get on fairly well. 
When he reported again, early in May, 1927, he had been having 
no drug treatment for about a year and the red cells were now 
8 millions. He was given phenyl hydrazine, 4 grains daily, and 
five days later the dose was increased to 8 grains. In three 
weeks’ time the red corpuscles had fallen to 4} million, with 
@ colour index of 1.0, The films now showed the appearances of 
& megalocytic anaemia of moderate degree. The drug was then 
discontinued and the megalocytes gradually lessened in number; 
but on resuming treatment with smaller doses the megalocytosis 
' geemed to become more evident again. There was practically no 
increase in bile pigment in the blood during treatment, as 
determined by the van den Bergh test. Before treatment the 
ent was estimated at 1 unit, and during treatment it did 

not rise higher than 1.2 unit. Before treatment the tests for 
urobilin and urobilinogen in the urine were negative, and during 
treatment they were never more than faintly positive. 


This case, in conjunction with the observations quoted 
above, scems to suggest that in certain toxic states there 
is an inhibition of normoblastic marrow, with a corre- 
sponding anaemia, and that the megaloblastic marrow is 
consequent on, or associated with, this inhibition. The 
period of improvement in pernicious anaemia would thus be 
due to the withdrawal for the time being of the toxin which 
causes the disease. We know that the blood-forming 
organs are very sensitive to stimuli of one sort or another, 
as illustrated by the leucopenia, and the different forms 
of leucocytosis—polynuclear, eosinophile, and mononuclear 
—which are met with in various morbid conditions. If 
the white cells are affected in this way, why not the red 
cells? Certain other organs are readily disturbed by 
toxins; for example, the thyroid gland will hypertrophy 
under such stimulus, and sometimes this hypertrophy is 
on abnormal lines—as, for instance, in Graves’s disease. A 
change somewhat analogous to this occurs possibly in the 
marrow in pernicious anaemia. 

It has also been suggested that this megaloblastic trans- 
formation in the marrow is the primary event in pernicious 
anaemia, the megaloblasts replacing the normoblasts much 
in the same way as the myeloblasts and myelocytes replace 
the erythroblastic marrow in leukaemia. I do not think 
this explanation helps us much, otherwise than by sug- 

esting an analogy, for we do not know the cause or 
“he nature of leukaemia; whether leukaemia is regarded 
as neoplastic or hyperplastic in origin, there must be a 
stimulus of some sort producing such abnormal growth 
of leucoblastie marrow. What that stimulus is remains 
& mystery. The fact that the extent and activity of the 
ted marrow varies greatly in different cases of pernicious 
anaemia, sometimes seeming almost aplastic and in other 
cases highly cellular, would seem unfavourable to this 
View of replacement of normal marrow as an initial event. 
And so I think the evidence is rather in favour of inhibi- 


tion of normal marrow as primary, with megaloblastie 
marrow as a secondary development. 

In dealing with this megaloblastic reaction in pernicious 
anaemia I have spoken of it as being present in the bone 
marrow. But certain writers have described in the liver 
little intra-acinous areas which, they say, produce megalo- 
blasts. They hold that these cells are formed locally, and 
are not simply conveyed there from the marrow by the 
blood stream. In other words, they indicate that there is 
a return of the primitive blood formation in the liver, 
such as is met with in the embryo. Indeed, Piney seems 
to insist that in pernicious anaemia the liver is the only 
seat of origin for the true megaloblast, the large nucleated 
red cells formed in the marrow being what Nigeli called 
macroblasts—that is, cells as large as the megaloblast, 
but with a “ cartwheel”? nucleus and cytoplasm showing 
various degrees of polychromasia. These two cells are 
supposed to belong to different generations, the. megalo- 
blast representing the primary blood formation in the liver 
of the embryo, the macroblast the secondary formation of 
the bone marrow. The macroblast develops into the normo- 
blast, but with the megaloblast there is no such relation- 
ship. Piney states that the large nucleated red cells found 
in experimental anaemias of the haemolytic type are macro- 
blasts and not megalobiasts. 

Those views, if confirmed, open up a question of much 
interest in regard to the relation of the various cases of 
anaemia included under the symptom-complex pernicious 
anaemia ; but it is a matter for the skilled histologist rather 
than the physician. But in spite of such changes in the 
liver there exists in pernicious anaemia a marrow which wo 
still call megaloblastic, and in which we find little groups 
of cells of primitive type—megaloblasts, megalocytes, and 
perhaps still more primitive cells, all cells such as are 
met with in the embryo. This marrow is not normoblastic, 
and it presents one of the most constant and notable 
features in the pathological anatomy of pernicious anaemia. 
Such a marrow must be taken note of in discussing the 
pathogenesis of pernicious anaemia. 

At the sanie time, I must emphasize the point that, since 
pernicious anaemia can be produced by several different 
toxins, so this megaloblastic marrow will be evolved in 
response to a variety of stimuli. There seems, too, no 
reason why there should not be lesser degrees of megalo- 
blastic change without producing the complete picture of 
marrow and blood characteristic of pernicious anaemia. If 
it is a question of inhibition of marrow there may be 
degrees of this inhibition, and degrees of megaloblastic 
response. In that way might be explained the profound 
secondary anaecmias of long standing where at times we sce 
a high colour index and megalocytes in the blood. In 
aplastic anacmia little areas of megaloblastic marrow have 
been noted post mortem in an otherwise aplastic marrow, 
and a similar megaloblastic reaction has been found in the 
marrow of some patients dying of acholuric jaundice. 
I saw recently a woman, aged 34, who had been suffering 
from purpura of moderate severity for twelve years. The 
red cells numbered just over 1 million, with a colour index 
of 0.8, and there were numerous megalocytes and megalo- 
blasts in the films, giving a picture more typical than in 
many cases of pernicious anaemia. The so-called pernicious 
anaemia of oid age, I think, can best be explained in 
this way. The following case illustrates this. 

lained of loss of strength and ‘* rheumatic 
he had been treated at Herrogate. His blood 
count was 70 per cent, of the normal and had the characters of a 
secondary anaemia. Five weeks later, and without obvious cause, 
the red cell count had fallen to 14 million, with colour index 1.3. 
The films now presented the appearances of a typical pernicious 
anacmia. That case I am unwilling to label a pernicious anaemia; 
I think it is more likely of the aplastic type. 

Professor Gulland has said that pernicious anaemia is 
megaloblastic from the beginning and does not develop out 
of an anaemia of low colour index. But we so seldom have 
an opportunity of examining cases of pernicious anaemia 
in the initial phase of the disease that it is difficult to find 
evidence for or against that statement, and so I record 


the following case. 


A woman, aged 31, was under observation in hospital for three 
different periods in the course of two years. There was no obvious 
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cause for her a aemia ‘other than oral sepsis,, which was. pro- 
nounced, and perhaps poverty and ill feeding. When first examined 
the red cells were just under 2 million, with a colour index of 0,55, 
and the films gave the appearances of a secondary anaemia. The 

atient was treated with iron, and in the course of the next 
ten days the red cells had increased to nearly 3 million, and the 
colour index was now 0.64. During the following six weeks the 
red cell count fell till it reached 14 million, the 
being 1.6, and the films typically those of pernicious anaemia. 
From that time onwards the course was that of pernicious anaemia, 
with two periods of very marked improvement. She ultimately 
died with a count rather over half a million, 

It is difficult to insist that this case, when first seen, 
was not pernicious anaemia with a remission, but the age 
of the patient, the count of two million red cells and very 
low colour index, and the appearance of the films, were 
_ much more suggestive of a secondary anaemia. 

I have seen a number of cases of pernicious anaemia 
associated with syphilis, but I could not satisfy myself that 
the syphilis was the causal agent in producing the anaemia, 
for in none of the cases did antisyphilitic treatment produce 
acure. In one case there was improvement coincident with 
the giving of mercury, but the patient about the same time 
had also a blood transfusion, and anyhow the anaemia 
recurred and proved fatal some two or three months later. 
Mercury in this case did not seem to affect the course of 
the anaemia to any material extent. 


11I.—TREATMENT OF PERNICIOUS (ADDISONIAN) 
ANAEMIA WITH A DIET RICH IN LIVER.* 
. BY 


GEORGE R. MINOT, M.D., 
AND 


WILLIAM P. MURPHY, M.D., 
Boston, Massachusetts. 


Srxce Addison in 1849 first described under the title 
** idiopathic anaemia ” the disease now known as pernicious 
anaemia or Addison’s anaemia, it has received much study 
and many forms of therapy have heen advised. The spon- 
taneous remissions of the disease and the bizarre course it 
often runs have made it notoriously difficult to determine 
accurately the effect of any procedure upon it. Even so, 
there has not occurred heretofore a prompt, rapid, and 
marked increase of the red blood corpuscles to a level of 
4 million or more per cubic millimetre in essentially all 
cases following a given form of treatment. Our expe- 
rience! ? * * with 125 cases of typical Addisonian pernicious 
anaemia has taught us that this is made possible by the 
daily ingestion of large amounts (150 to 225 grams) of 
mammalian liver, together with an adequate well balanced 
diet. The 125 patients have been treated with the liver 
diet for from three months to three and a half years. The 
health of all has been distinctly improved. Not only 
has nearly every one of the patients responded promptly to 
the liver diet, but if they have continued to take it 
satisfactorily their red blood cell count has remained 
elevated, and in almost all instances above 4 million, and 
usually above 4.5 million, per cubic millimetre. 

Liver was selected as a food that might benefit patients 
with pernicious anaemia for various reasons. Among 
others it was chosen because we thought it might stimulate 
the maturation of the megaloblasts that crowd the bone 
marrow in relapse. Peabody’s® excellent studies upon the 
pathology of the bone marrow obtained by puncture indi- 
_ cate that liver feeding probably does act in this manner. 
We have shown® that after feeding with large amounts of 
liver there occurs with extraordinary regularity a prompt 
temporary, often marked, increase of the young red blood 
cells (reticulocytes). This behaviour of the reticulocytes 
also suggests that liver stimulates the maturation of the 
megaloblasts. Approximately the reticulocyte increase is 
inversely proportional to the height of the red blood cell 
count. This is to be expected because there are fewer 
megaloblasts in the marrow when the count is relatively 
high than low. When the count is about 1 million per 
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cubic millimetre the retieulocytes start to rise (from usually 
about 1 per cent. of all the red blood cells) in from three 
to six days after eating an adequate amount of liver. The 
peak of their rise occurs a few days later, reaching often 
15 per cent. and sometimes above 40 per cent. By the end 
of about sixteen days these cells usually have returned close 
to their normal percentage. When the red blood cell count 
is about 3 million per cubic millimetre the reticulocytes 
rise only a few per cent. The increase is rarely absent, 
and then only in special circumstances. 

The beneficial effect of eating liver can hardly be 
attributed to stopping a haemolytic process. It has seemed 
to us that the dysfunction of haemoglobin pigment meta- 
bolism is a secondary phenomenon, and that the anaemia is 
primarily not due to a haemolytic process, but to a defect 
in the manufacture of the red blood corpuscles. 

The nature of the material effective in pernicious 
anaemia is being investigated by studying the influence 
of giving fractions of liver. Dr. Edwin J. Cohn has 
isolated an effective fraction, and with him and our asso- 
ciates we have made preliminary reports concerning it.’ * 
This fraction represents about 1 per cent. of the liver, 
It contains nitrogen, but is non-protein in nature, is pre- 
cipitated by alcohol, and soluble in water. The indications 
at present are that its effect is not due to known vitamins. 
A few grams of the purest fraction taken daily by mouth 
as a powder or in an aqueous solution is followed by a 
prompt and marked increase of reticulocytes and a rapid 
rise of the red blood corpuscles, and in a similar manner 
is as beneficial to patients with pernicious anaemia as 
whole liver. This has been the effect in twenty patients 
treated recently with a potent fraction, including two in 
whom the disease was so far advanced that they were in 
a comatose condition when treatment was begun. Only 
two other patients have been given an effective fraction, 
and these were in a state of coma and died within four 
days after the treatment was started. During the time 
of our studies West* has also obtained a potent fraction. 
Knowledge of the precise nature of the effective material, 
which appears.to act in a rather specific manner, may lead 
to a better understanding of the mechanisms of the disease. 

The details concerning the effect and use of the liver 
fraction will be presented at a later date, but summarized 
statements concerning the 125 patients treated with the 
liver diet are given. There has been little difference in 
the rate at which the red blood corpuscles rose or the level 
they reached when the diet was started in a first relapse 
or a subsequent one. The increase of reticulocytes occurs 
before there is a definite rise in the red blood corpuscle 
count, 


Table showing the Rate of Increase of the Corpuscles for all of the. 
108 of the 125 Patients whose Red Blood Cells were below 2.7 
million per cubic millimetre when they were first placed on the. 
Liver Diet—no matter whether they took it well or poorly. ' 


Average Red Blood Cell 
Count in millions per ~ 


Time of Observation. 
: cubic millimetre. 


Before diet begun ase 1.50 
After diet taken aboutone month ... 3.36 
After diet taken abouttwomonths ...0 4.25 
After diet taken from four to six months 4.65 


Accompanying the rise of corpuscles the excess of bile 
pigments in the plasma rapidly decreased so that often 
within three weeks the icterus-index has become less than 
commonly observed in normal people. Macrocytosis of the 
red blood cells decreased as the counts rose, so that the 
average diameter of the cells often has become normal and 
sometimes smaller.* Furthermore, as the red blood cell 
counts rose to over four million per cubic millimetre and the 
haemoglobin approached normal, the colour index has 
frequently become less than one and sometimes less than 
normal, 

The red blood cells of 119 patients have reached 4 million. 
or more. They have remained at or above this level 


except for temporary, seldom marked drops in about 
15 per cent. of the cases. The decreases were almost 
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always associated with a partial or complete omission of 
the prescribed amount of liver. Failure to take a sufficient 
amount of liver or the presence of a complication, such as 
an infectious process, may cause the count to fall, or may 
cause it to rise less rapidly than might be expected. 
Damage to the bone marrow from multiple transfusions of 
blood may be a reason for an unsatisfactory response to 
liver feeding. 

The health of the six patients whose counts have not 
reached 4 million per cubic millimetre has been distinctly 
improved. In at least three the count has not risen above 
about 3.5 million per cubic millimetre because the patients 
have not taken the liver diet satisfactorily. In the other 
three, probably because of complications, the count has 
risen unusually slowly and only to about 3.75 million in 
two and 3.3 million per cubic millimetre in the other. 
Experience with patients who have responded slowly indi- 
cates the importance of perseverance and the desirability 
of forcing large amounts of liver for months; 100 grams 
a day may produce rapid improvement, but double this 
amount is more apt to do so. 

The ultimate effect on, patients of continuing to take 
liver, or something contained in it, together with an 
adequate diet can only be determined in the future, but 
it has already been ascertained that the benefit derived 
from such treatment is not limited to a few months. 

At the end of a year the average red blood cell count 
for all of the 60 patients who have taken the diet for 
this length of time was 4.52 million per cubic millimetre. 
This includes the counts for 8 who took the diet unsatis- 
factorily, particularly because they were not advised to 
eat a sufficient amount of liver, being among the first 
patients treated, Eighteen of the patients have taken the 
diet for two years or longer, 3 of whom have done so for 
three years. At two years the average count was 4.65 and 
at three years 4.81 million per cubic millimetre. These 
high average counts have been persistently maintained, and 
the average for the patients who have taken the diet 
particularly satisfactorily is even higher. At any given 
time after the patients had taken the diet for three 
months the counts of over one-third, including those 
taking it poorly, have been 5 million or more per cubic 
millimetre. 

The symptomatic improvement is usually rapid and 
striking. It is often evident in a few days or before 
a definite rise in the red blood cells can be demonstrated. 
As a rule the patients have felt and appeared well, except 
for disorders of the central nervous system, two months 
after starting the diet. The appetite has improved rapidly 
and often become ravenous. Gastro-intestinal symptoms 
have decreased quickly. Tongue symptoms usually vanished 
soon after liver was first taken and have not recurred in 
patients who have continued to take the diet well. The 
tongue has frequently become normal in appearance. 
Achlorhydria, however, has persisted in the 20 cases 
examined. Symptoms referable to the neural system have 
not definitely progressed or developed under adequate 
dietary therapy. Numbness has disappeared often, and 
occasionally bone vibration sense has increased. Of 
course, altered reflexes persist, but co-ordination of thé 
extremities has improved frequently. This decrease of 
neural symptoms has often been gratifying to the patient. 
It is reasonable to attribute the greater part of such im- 
provement to increase of muscular strength secondary to 
the continuous high level of the red blood corpuscles. 
Exercises to retrain and develop muscles are helpful for 
these patients. 

It will require often much time, tact, and sympathy to 
— the patient to take the correct food. Giving 
ittle other food than liver—by stomach tube, if necessary 
—has enabled individuals soon to take the full amount 
(150 to 225+ grams cooked weight) and an adequate diet. 
Patients able to take more than 200 grams of liver a day 
may regain health faster than if less than this amount is 
taken. Cooked liver may be served in any way that 
pleases the patient, but prolonged boiling is to be avoided. 
The broth in large amounts is efficacious. Raw liver served 
as a finely divided pulp has been found particularly suit- 
able. Many patients have preferred this to cooked liver 


' 


because it is simple to take and can be swallowed rapidly. 
One hundred and eighty grams of the pulp (about equal 
to a similar amount of cooked liver) a day, divided into 
two portions, and taken mixed with orange juice or water 
mid-morning and mid-afternoon, is recommended. The 
juice pressed from raw liver is effective if taken in large 
amounts, The possibility of parasitic infection is to be 
recognized but seems remote. 

The problem of how much liver the patient should con- 
tinue to eat after his red blood corpuscle count has 
become normal remains unsolved. In some cases as little 
as 150 grams three times a week has apparently been 
sufficient. There is evidence, however, that some patients 
require more liver than others to keep them as well as 
possible. The necessity of prolonged continuation of liver 
or a fraction of it is emphasized. 

It is advised that the diet be rich in fruits and green 
vegetables and that it contain red meat. No unusual 
amount of protein or number of calories are necessary. 
Excess of fat has not inhibited a rapid growth of the blood 
cells, but in large amounts it may upset digestion and 
cause undesirable gain in weight, For these reasons and 
some theoretical ones large amounts should be avoided. 

It is desirable to curtail sweet foods and those rich in 
starch, especially soggy ones. Such food has no favourable 
effect on blood formation, and often intensifies the colonic 
indigestion which frequently occurs in pernicious anaemia. 
The diet for each patient should be prescribed for that 
person, and must contain large amounts of liver, or its 
equivalent, and foods which will supply liberally, but 
not excessively, all requirements of the body. Treatment 
other than dietary and the administration of a preparation 
of liver is subsidiary. 

A diet rich in liver may benefit patients other than those 
with pernicious anaemia, but it is not effective in all 
anaemias. This topic, however, is not pertinent to the 

Although administration of liver to patients very ill with 
pernicious anaemia has often been followed by rapid im- 
provement, in some far advanced cases death may occur 
within a, few days after treatment is begun, before suffi- 
cient time has elapsed for the ingestion and potent action 
of an adequate amount of liver, or liver fraction. It 
is highly probable that if a patient supposed to have 
pernicious anaemia has shown no improvement after taking 
liver in adequate amounts for about four weeks the 
diagnosis has been incorrect. Our experience appears to 
justify the assertion that if the therapy described is 
properly carried out a great improvement in health follows 
in practically all patients with pernicious anaemia. 


SumMary. 

The study of 125 cases of pernicious anaemia treated 
with regularity for from three months to three and a half 
years with a diet rich in liver (180+ grams daily) indicates 
that practically all patients with this disease are benefited, 
usually markedly and promptly. In almost all instances 
the red blood cell count has risea above 4 million per cubic 
millimetre, and if the diet has been taken continuously and 
satisfactorily the counts have remained above this level to 

resent time. 
"hin studies with Dr. Edwin J. Cohn indicate that 
the ingestion of but a few grams a day of a certain non- 
protein fraction of liver acts in pernicious anaemia, with 
apparent specificity, as does whole liver. This fraction 
increases the red blood cells of these patients proniptly and 
rapidly. The use of such a liver fraction should simplify 
treatment. Even so the patients must take an adequate, 
well balanced diet. 
Pe 1 f Pernicious Anaemia b 

or, Med. ‘August lath, 1926, 87, 470-476. 
2 Murphy, W. P., and Minot, G. R.: A Special Diet for Patients with 

Pernicious Anaemia, Boston Med. and Surg. Journ., August 26th, 1926, 

195, 410-411 (Epitome, 1926, vol. ii, para. 
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‘Anaemia : Study of 105 Cases, Journ. Amer. Med. Assoc., 


y, , R. T., and Fitz, R.: Changes in Blood in 
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IV.—THE PATHOGENESIS, PROPHYLAXIS, AND 
TREATMENT OF PERNICIOUS ANAEMIA. 
BY 


ARTHOR F. HURST, M.D., F.R.C.P., 
Physician to Guy’s Hospital. 


PATHOGENESIS. 

Ix @ discussion on Addison’s anaemia (A.A.) subacute 
combined degeneration of the spinal cord (S.C.D.) should 
also be considered, as signs or symptoms of the latter appear 
sooner or later in about 85 per cent. of cases of A.A., and 
some degree of A.A. almost invariably appears during the 
course of S.C.D. Since the haemoglobin percentage may 
be 90 or even 100 in well developed S.C.D., cases of the 
latter afford admirable controls, such as Professor Gulland 
required, for the investigation of the achlorhydria and 
intestinal bacteriology in the pre-anaemic stage of A.A. In 
53 out of 54 cases of A.A. and in all of 33 cases of S.C.D. 
im the Medico-Neurological Clinic at Guy’s Hospital and 
in New Eodge Clinic since 1921, achlorhydria was present, 
and the collected results of other investigators give some- 
thing like 99 per cent. as the frequency of achlorhydria in 
A.A. This is in striking contrast with carcinoma of the 
stomach, in which achlorhydria was only present in 59 per 
cent. of my 32 cases. Moreover, it is present at the very 
earliest stages of A.A. and S.C.D., and 22 eases have 
now been recorded in which achlorhydria was known to 
have existed for one to twenty-five years before the onset 
of symptoms, whereas in cancer of the stomach, as in 
tuberculosis, the development of achlorhydria can be 
watched as the disease progresses. 

I believe that the absence of hydrochloric acid from 
the gastric secretion is the one essential predisposing cause 
of A.A. and S.C.D., and that the cause of the@chlorhydria 
is immaterial. The most common cause is probably con- 
‘stitutional achylia gastrica, an inborn error of secretion, 
which is often familial. Thus in 12 out of 43 private 
eases of A.A. (28 per cent.) of my own, and in 65 cases 
recorded by others, there was a history of A.A. in one 
or more’ members of the family in one, two, or three 
generations. In 3 of my cases of S.C.D. and in 3 other 
recorded cases one or more other members of the family 
had had A.A. Still more conclusive are the 6 cases of 
my own and 26 others, in which achylia gastrica without 
A.A. or S.C.D. was present in other members of the family 
of patients with A.A.; in 5 of these more than one 
member had A.A., and in 1, different members of the 
family had 8.C.D., A.A., and achylia. 

In 6 of my 43 private cases there was a clear history 
of acute gastritis, which had led to the achlorhydria, and 
I have seen 3 others in which the chronic alcoholic gastritis 
so often associated with cirrhosis of the liver was the 
cause. Like Professor Gulland, I have only seen 2 cases 
of A.A. associated with cancer of the stomach, but the 
rarity of this is due to the achlorhydria being secondary 
to a rapidly fatal disease, so that there is generally 
insufficient time for A.A. or S.C._D.. to develop. Very 
significant are the 3 cases of achlorhydria after gastro- 
enterostomy, and the 4 of achylia following complete 
gastrectomy, in which A.A. or §.C.D. followed after an 
interval of from one to ten years. 

The achlorhydria does not only act, as I believed at 
first, by allowing the small intestine to become infected 
with swallowed streptococci derived from infected teeth 
tonsils, or nasal sinuses. For Knott has recently shown 
that the abnormally alkaline contents of the small intes- 
tines in achlorhydria form a particularly good culture 
medium, so that in addition to the streptocoeci, which 
reach the duodenum from above owing to the loas of the 


acid antiseptic barrier of the stomach, B. coli invade it 
from the colon. In 37 of my cases of A.A. and S.C.D. 
Knott found that the duodenal contents, which were 
sterile or almost sterile in over 400 controls with normal 
gastric acidity, gave cultures of B. coli in 94 per cent. of 
cases and streptocecei in 97 per cent., and that one or 
both of these were haemolytic in 90 per cent. of cases. 
Staphylococci, which were rarely haemolytic, were found 
in 44 per cent. of cases, and anaerobes, but not B. welchii, 
were often present; possibly the latter would be found in 
excess in the lower parts of the small intestines. Our con- 
clusion is that any haemolytic organism which invades 
the small intestines owing to the presence of achlorhydria 
may give rise to A.A., but probably the associated neuro- 
texin which produces $.C.D. is the product of a specific 
bacterium. 


PRopHYLAXIS AND Earty TREATMENT. 


Prophylactic measures should be taken in all patients 
in whom achlorhydria is found in the course of a routine 
investigation of some digestive disorder; achlorhydria was 
present m no fewer than 150 out of 1,000 consecutive 
patients who were given fractional test meals at New 
Lodge Clinic. Net only does elimination of dental and 
nasopharyngeal sepsis and the constant use of hydro- 
chlorie acid generally cure or improve their digestive sym- 
ptems, but it also removes the danger, however remote 
this may be, of the later development of A.A. and 8.C.D. 
I think, too, that the near relatives of patients with A.A. 
and §.C.D. would be wise to have test meals, and to take 
acid for the rest of their lives if they are found to have 
achylia. 

Early treatment entails early diagnosis.. It is time that 
all pathologists realized that the one essential feature in 
the blood picture of A.A. is megalocytosis; this often 
precedes actual anaemia and may persist after recovery 
from it. I often see private patients with severe A.A. in 
whom a correct clinical diagnosis, made by the general 
practitioner many imonths before, had been rejected 
because the blood picture did not conform with the pathe- 
logist’s idea of A.A., which is too often derived from the 
examination of cases in the most advanced stages. : 

1t should be remembered that the commonest cause of 
persistent paraesthesia of the feet and hands is 8.C.D., 
and that this may be present for a considerable time before 
any physical signs of nervous disease appear. These 
symptoms should at once suggest the desirability of giving 
a test meal and examining the blood; the presence of 
achlorhydria, which we found in only 1 out of 25 cases 
of disseminated sclerosis and tabes (that is, the same 
frequency as in normal individuals), would strongly point 
to a diagnosis of S.C.D., the probability of which would 
be greatly strengthened by the discovery of megalocytosis 
with or without actual anaemia. 

I wish also to draw attention to the great importance 
of the characteristic glossitis described by William Hunter, 
as this is frequently the first symptom of the disease. 
I have been consulted by 3 patients and Passey by 2 on 
account of a sore tongue, in whom achlorhydria and very 
early A.A. were discoveresi on further investigation. Most 
patients with glossitis consult first their general practi- 
tioner and then their dentist; after that they may go to 
a surgeon or a dermatologist. It is to these members of 
the profession that we must look for early diagnosis in such 
patients; they have in the past escaped recognition until 
months or even years later, when the disease was well _ 
advanced. A German dermatologist, Heyn, was specially’ 
interested in the condition, and recognized 26 cases of 
Hunter’s glossitis. All had achlorhydria, and 39 per cent. 
gave evidence of the presence of A.A. on more careful 
investigation. Within five years no less than 36 per 
cent. more had developed the disease and 21 per cent. 
showed suspicious signs, leaving a single case in which 
the glossitis and achlorhydria were still the only symptoms. 

If S.C.D. were more often diagnosed before the appear- 
ance of abnormal physical signs, and if all patients with 
suspicious glossitis had their gastrie contents and blood 
examined, it should be possible to cure the disease m 
many patients in its very earliest stages. 
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The first essential in treatment is to remove the cause. 
All foci of infection in the mouth, throat, and nose should 
be eradicated as completely as possible—but very gradually 
and only after preliminary autogenous vaccination, as 
otherwise severe haemolytic or neurotoxic reactions may 
occur. The achlorhydria should be treated by the adminis- 
tration of large doses ef dilute hydrochloric acid. If 
properly prepared, a beverage containing 2 drachms of 
dilute hydrochloric acid in about 12 oz. of water is so 
palatable that I have never found a patient unwilling to 
drink it regularly three times a day. The following printed 
instructions are given to patients for preparing the acid 
drink; it is sometimes necessary to begin with 1 drachm 
and gradually increase to the full dose of 2 drachms. 

Instructions for taking Hydrochloric Acid. 

Add two teaspoonfuls of the acid to about half a pint of water, 
to which the juice and pulp of an orange and some sugar have 
been added. This should be drunk, fasting, in the morning one 
hour before breakfast; the same quantity of the same strength 
should be taken as a beverage with lunch, and again with dinner. 
To the latter two a saltspoonful of ws should be added. 
Lemon or other fruit juice can substituted for orange for 
a change, or — + nadine without the addition of sugar. 
A little wine can added to the mixture. The simple addition 
of oe without fruit juice ‘is sufficient, but is generally less 
palatable. Barley water or cider may be substituted for orangeade 
or lemonade. 

“Acid orangeade,” an effervescent orange drink with a tea- 
spoonful of acid. to each 6 ounces, can be obtained in syphons 
from Messrs. Allen and Hanbury. 

In order to peace any deleterious action of the acid on the 
teeth the mouth should be thoroughly washed as soon as possi 
with water, in which a little sodium bicarbonate may be dissolved. 
Alternatively, a second tumbler containing water should be pro- 
vided at lunch and dinner, so that a mouthful can be taken 
immediately to wash away the acid every time some of it has 
been drunk. 

Lastly, a vaccine prepared from the bacteria -isolated 
from the duodenum—not a stock vaccine, nor one prepared 
from the stools, which rarely contain the organisms found 
in the duodenum—should be given, but the dose should 
at first be small, and it should only be very slowly increased 
80 as to avoid any reaction. 

The anaemia requires treatment by transfusion, arsenic, 
and diet. I first tried the liver diet after reading the 
experimental work of Robbins and Whipple in 1925, but 
the amount I gave was quite insufficient. The remarkable 
results obtained by Minot have been fully comfirmed in 
my own experience sinee I have given the large quantity 
of liver recommended by him. My impression is that many 
patients now get well who formerly would have died before 
the other treatment of the intestinal infection had time 
to he effective, so that it should in the future be possible 
to cure the vast majority of cases by a combination of 
causal treatment with liver diet. The good effect of the 
liver soup which has for many years been given to patients 
with sprue, many of whom suffer from a form of anaemia 
very similar to A.A., is doubtless due ‘to its specific action 
on the anaemia, 

I believe that what is generally regarded as a remission 
of A.A. is often really recovery, but as the conditions are 
still present which led to the first attaek, a new attack is 
almost certain te occur unless the exciting causes are 
removed. Hence it is essential to see that the mouth and 
nasopharynx are kept free from sepsis, and that hydro- 
chloric acid should .be taken continuously for the rest of 
the paticnt’s life, however well he may be and however 
long he may remain free from symptoms, except in the very 
rare cases—of which I have only seen one example—in 
which the achlorhydria is due to gastritis, the treatment 
of which is followed by a return of normal gastric secretion. 
The future will show whether it is also advisable to 
continue permanently with the liver diet. 

I think it is clear that we know more about the patho- 
genesis of A.A., and that the results of treatment are more 
hopeful, than might be assumed from the opening address 
of the President of the Section. 


Discussion. 
Professor VAN DEN Bereu (Utrecht) emphasized the 
importance of achlorhydria, since with few exceptions the 
presence of hydrechloric acid excluded a diagnosis of per- 
nicious anaemia. He had observed that a great number 


shape, a condition which he had not found in marked 
degree in any other disease. Another point of importance 
was the bilirubin content of the serum, which was nearly 
always increased in pernicious anaemia. ‘They would 
agree that a great inerease in the haemolysis was the 
basal pathological event. By the word haemolysis was 
meant, not a humoral haemolysis, but a cellular destrue- 
tion of the red corpuscles with a breakdown of the haemo- 
globin molecule; it was this that gave rise to the abnormal 
bilirubin content of the serum, urobilinuria, and in severe 
cases to the presence of haematin in the blood. He had 
demonstrated long ago that the spleen was the site of bloed 
destruction, his experiments showing that blood from the 
splenic vein was ricier in bilirubin than blood from the 
splenic artery or peripheral blood. He suggested that a 
microbial cause of the true cryptogenic Addisonian anaemia 
would be more likely to be found among the protozoa than 
among the bacterial micro-organisms; the long course, the 
relapses and remissions, the moderate pyrexia, the leuco- 
penia, and the response—albeit temparary—to arsenic all 
seemed to him features common to protozoal infections. 


Dr. Leon Scuirr (Cincinnati) said that it was generally 
agreed that bile pigment was formed from haemoglobin 
chiefly in the bone marrow, also in the spleen, and to the 
least extent in the liver; the function of the liver was 
chiefly one of excretion. In pernicious anaemia ‘the 
bilirubin content of the serum was greatest during the 
active stages with a low red cell count and low haemo- 
globin percentage, and it decreased during remission with 
a rise in the red cells and haemoglobin. This was, in his 
experience, in sharp contrast with the findings in secondary 
anaemia. In the Cincinnati General Hospital they had 
found that those patients with enlarged spleen tended 
to have a higher bilirubin serum content than those without 
splenomegaly. He recalled the observations of Brown, 
Ames, Warren, and Peabody, that following blood trans- 
fusion in pernicious anaemia there was a fall in the serum 
bilirubin which, contrary to what happened in spontaneous 
remissions, might be unaccompanied by evidence of in- 
creased bone-marrow activity. 


Dr. W. E. Cooxe (Wigan) confined his remarks to the 
polymorphonuclear leucocyte, as he believed that considera- 
tion of this cell led directly to the primary etiological 
factor in pernicious anaemia. This leucocyte was derived 
from the haemocytoblast, which was also the parent of the 
secondary erythroblast and the megakaryocyte. In the 
marrow the polymorph cell had a single-lobed nucleus; in 
the blood stream the nucleus became more lobed as its age 
increased. He divided the cells into five classes according 
to the number of lobes in the nucleus, class 5 containing 
all cells with five or more lobes. In infections the older 
cells died out, and there was a great increase in classes 
1 and 2; this was a constant finding in microbic infections, 
but in pernicious anaemia the opposite occurred, and there 
was an increase in classes 4 and 5. Polymorph cells with 
more than five lobes were rare in normal blood, and, except 
as macropolycytes, never occurred in infective states; in 
pernicious anaemia they were common. The explanation 
of this phenomenon he believed to be that the cell was 
endowed with an abnormal life by inheritance from: its 
parent, the haemocytoblast. This view was supported by 
the presence of leucocytes which did not conform to any 
normal type. There were two types of giants—one an 
enlarged edition of the polymorph, occasionally found also 
in acute infections and in carcinoma; the other of mega- 
karyocyte type, found only in pernicious anaemia, and 
corresponding in size and nuclear conformation to the 
megakaryocyte of the marrow. In the terminal stages of 
pernicious anaemia this type was sometimes very numerous. 
The only explanation covering the facts was that the 
haemocvtoblast, as the result of change in the environment 
or of inherent reversion to an ancestral.type, gave to some 
mveloblasts a duplex biophore which resulted in a hybrid 
cell, a type 1 macropolycyte if the bias was leucocytic, or 
the megakaryocyte type if. the bias was megakaryocytic. 
The question whether the ichthyoid megaloblast and the 
megakaryocytic type of macropolyceyte were entodermal or 
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mesodermal in origin or, conversely, whether they were pro- 
duced in marrow, liver, or other haemopoietic organs, did 
not affect the argument that the primary etiological factor 
in pernicious anaemia was in the haemocytoblast. 


Dr. Srantey Davipson (Edinburgh) criticized Dr. 
Hurst’s observations on the bacteriological side. He was 
not surprised that Dr. Hurst had never found B. welchii in 
cultures from the duodenum, since the alkalinity of the 
upper part of tho small intestine was most unfavourable 
for the growth of that organism; nevertheless, he had 
himself obtained it twice in that situation in cases of per- 
nicious anaemia. In the large intestine, however, B. welchii 
was always present in enormously increased numbers in 
cases of pernicious anaemia, and although other organisms, 
such as streptococci, were also present in greatly increased 
numbers, the increase in B. welchii was always considerably 
larger. He also gave a brief summary of some unpub- 
lished results of Torrey and Kahn, who had produced a 
typical pernicious anaemia in monkeys by means of a 


B. welchii infection. 


Dr. Sarissury Suarpe (London) said that he had been 
firmly convinced for some years that pernicious anaemia 
was a spirochaetal disease. True Addisonian anaemia had 
all the characteristics of a protozoal, and especially of a 
spirochaetal, disease. In support of this suggestion, Osler 
had noted the occurrence of fever, the remarkable remis- 
sions, the nervous lesions, and the value of arsenic in 
treatment; to these he would add certain characters 
of the blood picture which occurred in other protozoal 
diseases, such as relative lymphocytosis, the occurrence of 
megalocytes and “ ghosts,’’ and the usually late onset. 
According to Meessen, spirochaetes had been observed in 
the blood in cases of pernicious anaemia. 


NEUROLOGICAL AND MECHANICAL FACTORS 
UNDERLYING IMMOBILITY OF 
THE VOCAL CORDS.* 


I.—THE NEUROLOGICAL ASPECT. 
BY 
A. BROWN KELLY, M.D., F.R.F.P.S.Gras., 


Consulting Surgeon for Diseases of the Throat and Nose, Victoria 
Infirmary, Glasgow. 


Immontuity of a vocal cord is a danger signal which should 
at once arouse in us a keen sense of responsibility. Occasion- 
ally it is the result of a morbid process which has become 
quiescent; oftener it is an early manifestation of grave 
disease. Our first aim is to discover the cause or, in many 
cases, ‘‘ to know the worst,”’ so that we may be in a position 
to form an opinion as to the patient’s future outlook, to 
offer advice as to how he should live, and to suggest suit- 
able treatment. Although this discussion is to include the 

rognosis and treatment of the conditions giving rise to 
immobility of the vocal cords, I intend to devote all the time 
at my disposal to the problems of diagnosis. 

The immobility of a cord may be due to fixation produced 
by mechanical factors or to paralysis. Mr. Herbert Tilley 
has undertaken to deal with the subject from its mechanical 
side ; my duty is to present its neurological aspect. 

In order to determine the etiology of a case of paralysis 
of one or both cords it may be necessary to pass in review 
the lesions to which the laryngeal: motor nerve supply is 
liable at different levels between its origins in the cortical 
and bulbar centres and its endings in the larynx. I shall 
— a brief survey of this kind, beginning with the nerve 
centres. 


The Cortical and Bulbar Laryngeal Centres. 

The larynx subserves two great functions—namely 
respiration and phonation—each of which is represented 
by bilateral centres in the cortex and medulla. The chief 
respiratory nerve centres are seated in the medulla, and 
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as - Logan Turner, P.R.C.S.Ed., President of the Section, was in the 


their activity is manifested in the larynx by the tonicity of 
the abductors, whereby the vocal cords are kept in or 
near the respiratory position. By means of the subordinate 
respiratory centres in the cortex further slight abduction 
can be effected at will, as on deep inspiration. 

The principal phonation centres are cortical, and the 
less important are bulbar. Stimulation of the phonatory 
cortical centre in either hemisphere produces bilateral sym- 
metrical adduction of the vocal cords. When the cortical 
centres on both sides are destroyed. the vocal cords con- 
tinue their respiratory movements, but the animal has no 
control over these, so that volitional aphonia results. 
Complete paralysis of a vocal cord cannot, therefore, be 
produced by a cortical lesion. 


Laryngeal Paralyses of Cerebral Origin, 

How, then, are we to account for the fairly numerous 
cases on record in which cerebral disease was regarded as 
the cause of a laryngeal paralysis? The main objection to 
recognizing this relation has been the incompleteness of 
the examination. In order to establish the alleged con- 
nexion it is not sufficient to diagnose during life paralysis 
of a vocal cord. and to find after death a lesion of the 
cortical centre of phonation. One must be able to exclude 
the presence of disease in the medulla, vago-spinal and 
recurrent nerves, and muscles of the larynx, to any of 
which conditions the vocal cord paralysis may be due. 

Broeckaert, who studied this question with great care, 
expressed the opinion that laryngeal affections of cortical 
origin would cease to be rare when, instead of looking for 
paralysis of a cord, we search systematically for the slightest 
alteration in mobility or sensation in the larynx, and for 
functional disturbances in articulation and voice pro- 
duction. 

Laryngeal Paralyses of Bulbar Origin. 

Disease in the medulla may be limited to a small area 
of the laryngeal centres so that only one muscle is affected 
—for example, the abductor. As the morbid process 
advances the centres for the adductors and tensors, and 
those controlling other branches of the vago-spinal and 
adjacent cranial nerves, may be successively involved on 


‘ one or both sides. On the other hand, pathological changes 


in the laryngeal centres may be secondary to those in 
neighbouring centres. 

The chief diseases of the medulla which, by involvement 
of the laryngeal centres, give rise to immobility of the 
vocal cords, are tabes, progressive bulbar paralysis, syphilitic 
arteritis) and gummata,_ syringobulbia, disseminated 
sclerosis, and haemorrhages and softening from thrombosis 
‘and embolism. 

Laryngeal paralyses are met with in about 40 per cent, 
of cases of tabes. The paralysis, almost invariably abductor 
(Burger), may be the first sign. The diagnosis is aided by 
the association of laryngeal crises. 


Lesions of the Roots. 

The roots of any or all of the last four cranial nerves 
are liable to be damaged simultaneously or successively by 
meningitis, fractures at the base, abscesses, tumours, 
aneurysms, etc. Gummata and tabes are the commonest 
causes. 

Associated Paralyses. 

Owing to the close grouping of the centres and roots of 
the ninth, tenth, eleventh, and twelfth cranial nerves, 
and of the trunks of the ninth, tenth, and eleventh in and 


‘for a short distance below the jugular foramen, disease 


or injury of one is liable to implicate one or more of the 
others, and thus give rise to an associated paralysis. A 
knowledge of the commoner varieties may be of assistance 
in determining the exact site of the nerve lesion producing 


immobility of a vocal cord. Associated paralyses are com- 


paratively rare in civil life, but were not infrequently 
met with during the war in the wounded sent home. The 


extraordinary feature in these cases was the proximity of © 


the path of the projectile to large vessels, injury to which 
would have immediately proved fatal. 
In discussing the syndromes arising from the various 


associated paralyses it is convenient to regard the vagus a8 
purely sensory and the spinal accessory as entirely motor, “ 
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In the undernoted associated paralyses the vagus may or 
may not be implicated. A lesion when present gives rise 
to symptoms indicating either excitation (hyperaesthesia 
of the larynx, cough, acceleration of respiration, etc.) or 
inhibition (anaesthesia or hypaesthesia of the palatal, 
pharyngeal, and laryngeal mucous membranes, and slowing 
or difficulty of respiration). 

Paralysis of the spinal accessory and glosso-pharyngeal 
(eleventh and ninth).—These nerves, with the vagus, pass 
through the jugular foramen together, and a lesion in- 
volving them gives rise to the syndrome of Vernet, which 
is characterized by laryngeal, palatal, pharyngeal, and 
shoulder-girdle (sterno-mastoid and trapezius) paralysis. 
The chief distinguishing features of the syndrome are due 
to involvement of the glosso-pharyngeal, in consequence 
of which taste at the back of the tongue is blunted or 
abolished (best tested by a solution of quinine) and the 
posterior wall of the pharynx is seen during phonation or 
retching to glide horizontally towards the healthy side 
(‘‘ curtain movement ”’ of Vernet). A vocal cord paralysis 
associated with signs of implication of the ninth nerve 
may therefore be regarded as due to a cause seated in or 
above the jugular foramen, for on emerging from this the 
ninth passes away from the vagus. re 

Paralysis of the internal and external branches of the 
spinal accessory (eleventh complete) is due to a lesion 
situated at or above the base of the skull, but unlikely 
to be at a lower level, as the external branch on emerging 
from the jugular foramen leaves the vagus and passes to 
the sterno-mastoid and trapezius. A homolateral laryngeal, 
palatal, and shoulder-girdle paralysis (syndrome of Schmidt) 
results, 

Paralysis of the internal branch of the spinal accessory 
(eleventh incomplete) is due to a lesion above the origin of 
the pharyngeal branch. It is characterized by paralysis 
of a vocal cord and the corresponding. half of the palate 
(syndrome of Avellis). ; 

Paralysis of the spinal accessory below the origin of its 
pharyngeal branch and of the hypoglossal (eleventh and 
twelfth).—A lesion may involve these two trunks when 
close together below the lower ganglion of the vagus. A 
glosso-laryngeal paralysis results (syndrome of Tapia). In 
several cases the wound was produced behind the ascending 
process of the lower jaw by the goring of a bull or by a 
dagger. 

Paralysis of the spinal accessory above the origin of the 
pharyngeal branch, and of the hypoglossal (eleventh and 
twelfth) gives rise to paralysis of the palate in addition 
to that of the larynx and tongue (syndrome of Hughlings 
Jackson). The shoulder girdle may or may not be involved. 

Paralysis of the four last nerves (Collet-Sicard syndrome) 
is rarely encountered. 

Paralysis of the sympathetic, eighth, seventh, and sixth 
nerves may be associated individually or in any combina- 
tion with any of the syndromes. 


The Thyroid Gland. 

Vocal cord paralyses may be caused by disease of the 
thyroid or by operation for its removal. 

Enlargement of the gland can readily damage one of the 
recurrent nerves by pressure, traction, torsion, or ulcera- 
tion. The pressure affecting the nerve is usuaily exercised 
by the postero-mesial angle of the growth. Bilateral 
paralysis almost invariably denotes a malignant thyroid. 
A goitre which is small and hard or abuts on the trachea is 
capable of doing more injury than one which is large and 
soft or situated further from the middle line. In conse- 
quence of displacement of the trachea the nerve implicated 
may be on the opposite side to that of the enlarged or 
larger lobe. Damage to a recurrent nerve is more apt to 
be caused by an intrathoracic than by a cervical goitre. 
The left recurrent nerve, owing to its longer and more 
exposed course, is oftener affected than the right. 

The paralysis commonly produced by a goitre is the uni- 
lateral abductor variety, and as this does not give rise to 
obvious symptoms it readily escapes notice unless the larynx 
is examined. The onset is usually gradual, but may be 
sudden as when bleeding takes place into a large cyst in 
the goitre. Complete recurrent paralysis with loss of voice 


is occasionally caused by a break in the continuity of the 
inferior laryngeal nerve—for example, from ulceration. 

Dyspnoea, which is the commonest symptom of an 
enlarged thyroid, is generally produced by narrowing of the 
trachea from pressure of the gland. Slight shortness of 
breath on exertion may also be due to narrowing of the 
glottis from unilateral abductor paralysis. When the 
paralysis is bilateral the dyspnoea is pronounced and the 
obstruction is evident on laryngoscopic examination. In 
some cases of goitre in which sudden death has taken place 
the cause would appear to have been suffocation following 
spasm of the glottis (Berry). ; 

The percentage of cases of goitre in which pre-operative 
laryngeal examination revealed vocal cord paralysis has 
been estimated by several surgeons. J. M. Waugh con- 
siders 10 per cent. as approximately correct. In the 
Jackson Clinic Barlow noted 6 per cent. in 300 patients. 
A. S. Jackson states that in 15 per cent. of intrathoracic 
cases unilateral paralysis is found;-and in 462 similar cases 
in the Mayo Clinic partial or complete paralysis of one or 
both cords was noted in 10 per, cent., but hoarseness in 
only 29 patients. 

Operation on the goitre has an uncertain effect on the 
paralysed cord. The longer the paralysis has been present 
the less likely the recovery. After operation on the thyroid 
the patient may be slightly husky or even aphonic for a few 
days owing to transient partial or complete paralysis, 
following traction or undue compression of the nerve. On 
the other hand, the voice may be normal after the opera- 
tion, but subsequent cicatricial contraction of the tissues 
in the vicinity of the nerve may lead to a vocal cord 
paralysis. This may occur although the nerve has not 
been damaged by the surgéon. Division of the inferior 
laryngeal nerve during the operation is at once followed 
by complete paralysis of the corresponding cord and 
aphonia. The old statistics show this to have been a 
frequent accident; thus Billroth had laryngeal paralysis in 
over 30 per cent. of his extirpations. The results obtained 
by Jackson, Pemberton, Berry, and other operators have 
proved that large series of thyroidectomies may be per- 
formed without any apparent injury to the recurrents. 
Improved technique, a fuller knowledge of the anatomical 
relations, and especially the recognition and avoidance of 
a danger zone in which the inferior laryngeal nerve crosses 
the inferior thyroid artery, or passes between its branches, 
should prevent the occurrence of vocal cord paralysis after 
this operation. 

Other nerves may be pressed upon by a goitre—namely, 
the vagus, cervical sympathetic, and cervical and brachial 
plexuses. 

From what has been stated it is evident that all cases of 
goitre should be examined laryngoscopically before under- 
going operative treatment. An abductor paralysis may 
be discovered the responsibility for which the surgeon is 
then in a position to disclaim. Moreover, his knowledge 
of the presence of the paralysis will lead him to take 
special, care neither to injure’ further the affected nerve 
and thus convert an abductor into a recurrent paralysis 
with aphonia, nor to damage the nerve on the opposite 
side and thus give rise to a double abductor paralysis with 
dyspnoea. 


Lymphatic Glands. 

Lymphatic glands which have become enlarged or 
sclerosed, or have undergone a malignant or tuberculous 
invasion, may readily compress and injure a neighbouring 
nerve. 

The left recurrent laryngeal nerve in its upward course 
in the thorax and neck is in close relation with the left 
tracheo-bronchial glands which are seated in the angle 
hetween the trachea and left bronchus, and the para- 
tracheal glands which lie in the furrow between the larynx 
and trachea anteriorly and the oesophagus posteriorly. All 
these glands receive their lymph from the mucous mem- 
brane of the trachea and oesophagus. The stream from 
the former group flows upwards and that from the latter 
downwards, and they converge to the supraclavicular 
region, where they discharge into the venous system directly 
or through a neighbouring supraclavicular gland. 
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The right recurrent in winding beneath the subclavian 
artery passes immediately above a gland which rests on 
the cervical pleura and apex of the lung posteriorly. 
Dickey found that in a considerable proportion of the 
cases of enlarged caseous or calcareous glands in contact 
with the cervical pleura posteriorly (cervico-pleural glands) 
associated pulmonary disease was well marked in the under- 
lying lung apex; he is therefore of opinion that a causal 
connexion between the two conditions is probable, and 
that either may be primary, but favours the glandular 
infection as the more reasonable. Paralysis of the right 
cord always suggests involvement of the right apex, but 
even if no disease is discoverable in the lung we should 
keep in view the possibility of neuritis or atrophy of the 
right recurrent in consequence of a gland pressing upon 
the nerve close to its origin from the vagus. 

Malignant lymphatic glands in the neck and mediastinum 
not infrequently involve the recurrent laryngeal nerves. 
We are indebted to our President for tracing a number of 
these cases to cancer of the mamma, and thus establishing 
the sequence—cancer of the mamma, secondary glandular 
enlargement, vocal cord paralysis. If we may judge from 
the number of cases that have been published since Dr. 
Logan Turner’s paper appeared in 1921, this group is not 
inconsiderable, 

The paper referred to was based on 6 cases (5 scirrhus 
and 1 sarcoma) in all of which the breast and axillary 
glands had been removed. Leaving out of account the case 
of sarcoma which affected the right cord, hoarseness set 
in from two and a half to five years after the operation, 
and was found to be due to complete recurrent paralysis 
of the left cord. In two of the five cases, however, the 
cancer had been in the right breast and was thus contra- 
lateral. 

In homolateral cases the lymphatic pathway of infection 
from the cancerous mamma is probably either by way of 
the axillary or retrosternal glands to the supraclavicular 
glands, and thence by permeation into the tracheo- 
bronchial or paratracheal glands which accompany the 
recurrent. Contralateral vocal cord paralysis is explained 
hy the passing of lymphatic trunks from the inner peri- 


phery of the mamma to the axillary and supraclavicular | 


glands of the opposite side. The supraclavicular glands 
are thus an important junction in the lymphatic circula- 
tion of the regions under consideration. A fairly con- 
stant member of the group should be sought in the angle 
between the inner end of the clavicle and the posterior 
edge of the sterno-mastoid. The axilla should also be 
examined, and, when the paralysis is on the right side, 
the apex of the right lung. 


Aneurysm of the Arch of the Aorta. 

Of all causes of paralysis of the left vocal cord aneurysm 
of the arch of the aorta is the commonest. As long as the 
bulging in the concavity of the arch is slight the physical 
and z-ray examination may give indefinite or no signs of 
its presence. Increase in the diameter of the vessel at the 
arch by irritating the recurrent laryngeal nerve may excite 
neuritis, or by stretching it may cause more or less inter- 
ruption in its continuity. Similar effects may follow the 
action upon the nerve of calcareous deposits in the wall 
of the aorta. The resulting vocal cord paralysis is of the 
complete recurrent type in the great majority of cases. 


Mitral Stenosis with Dilatation of Left Auricle. 

The left recurrent nerve may be damaged beneath the 
arch or in its immediate neighbourhood from other causes 
than the above mentioned. Of these, perhaps the most dis- 
cussed is the enlargement of the left auricle following mitral 
stenosis. In 1897 Ortner reported two cases of recurrent 
paralysis of the left cord in which at the post-mortem 
examination stenosis of the mitral ostium with great dilata- 
tion of the left auricle was found. The auricle passed 
forwards and upwards, produced some flattening of the left 
main bronchus, and compressed the left recurrent against 
the arch. The nerve was thinned and its fibres degenerated 
at the seat of pressure. 

Since the publication of Ortner’s paper a considerable 
number of cases of recurrent laryngeal paralysis attributed 


to mitral stenosis have been recorded; in 1924 Vayueg 
estimated the total at 116. The writers have differed, 
however, in their explanations of the manner in which the 
recurrent laryngeal nerve is injured in this condition, 
Alexander and others accept Ortner’s views as to the 
pathogenesis of the paralysis provided that the left auricle 
is enormously dilated. Certain observers, on the other 
hand, maintain that it is not possible for a dilated left 
auricle to reach the arch and to exert there sufficient 
pressure on the recurrent nerve to affect it injuriously, 
Among these was Killian, who stated that it is only 
necessary to be acquainted with the topography of the 
heart to be convinced of the impossibility of the relation, 
Lian and Marcorelles likewise believe that the necessary 
compression is not obtainable unless the wall of the left 
auricle is rendered more rigid by a lining of organized 
clot or is surrounded by resisting bands due to chronic 
mediastinitis. Garland and Wkh:te support this view, and 
think that auricular fibrillation, which was present in four 
= their nine cases, is probably an important additional 
actor. 

Other authorities hold that the distended left auricle 
transmits pressure through the pulmonary artery, or that 
this vessel itself when dilated compresses the recurrent 
(Alexander). Vaquez, and several writers quoted by him, 
regard the latter mechanism as not unlikely. In Kahler’s 
opinion, based on bronchoscopic investigation, the enlarged 


left auricle compresses the antero-inferior quadrant of the, 


left main bronchus, which in turn presses the recurrent 
nerve against the aortic arch. A similar but less marked 
effect may be caused by the enlarged ventricle pressing 
the left auricle upwards. 

It should further be stated, regarding the part played 
by the enlarged left auricle in the production of recurrent 
paralysis, that according to some writers the two conditions 
are independent, that when found together the association 
is accidental, and that the recurrent paralysis in these 
cases is always due to a cause which has no relation to the 
mitral stenosis—for example, enlarged lymphatic glands 
and pericarditis. These views gain support from the clinical 
histories of several cases—one reported and several referred 
to by Sobernheim and Caro—in which the laryngeal 
paralysis passed off although the enlargement of the heart 
persisted. 

Ligamentum Arteriosum. 

The ligamentum arteriosum passes from the bifurcation 
of the pulmonary artery to the under surface of the arch 
of the aorta, and the left recurrent nerve runs immediately 
to the left of this ligament, or duct—if it retains its pre- 
natal patency. Cases of disease of the heart with laryngeal 
paralysis are on record in which at the post-mortem exam- 
ination the nerve was found to cross and .to be strangled 
upon the displaced ligament (Kraus) or the duct (Gerhardt, 
H. v. Schrétter). Such cases must be rare, and can arise 
only with a greatly dilated right ventricle in a heart lying 
transversely, which offers resistance at the diaphragm to 
lateral displacement. The ligament then passes from below 
outwards and upwards in a plane more nearly horizontal 
than usual. In v. Schrétter’s case the duct was net only 
patent but widely dilated. 


Kyphoscoliosis. 

This deformity may he an important factor in the pro- 
duction of recurrent paralysis, either by bringing the arch 
closer to the distended left auricle, which then presses upon 
the nerve, or by causing sinking and rotation of the arch 
so that the nerve is stretched or torn. 


Pericarditis. 

Recurrent paralysis was first attributed to pericarditis 
in 1867 by Baumler. In his case both recurrents were 
affected on the fourth day of the illness, and about fourteen 
days later the exudation cleared away and the paralyses 


‘passed off. The patient died shortly afterwards, and from 


the post-mortem examination Biumler concluded that the 
increase and diminution of the pericardial exudation corre- 
sponded with the development and recession of the recurrent 
paralyses; also, that the paralyses were due to mechanic 

pressure. Somewhat similar cases have been reported by 
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vy. Ziemssen, Bauer, Léri, and others. The paralysis is 
usually stated to have been caused by pressure of the nerve 
against the arch by the distended pericardium, but it is 
difficult to see how this could take place. On the other 
hand, pericarditis readily passes into mediastinitis, which, 
as shown below, would account for the paralysis. Certain 
acute infections which give rise to pericarditis may ,at the 
same time cause neuritis. 


Medliastinitis. 

From what has been stated it is apparent that writers in 
attempting to account for the laryngeal paralysis in mitral 
stenosis and pericarditis have assigned the principal etio- 
logical role to pressure. In not a few instances this 
explanation is obviously unsatisfactory and demands too 
great a stretch of the imagination as to the topographical 
anatomy of the region in question. This objection has been 
overcome in a large measure by Adam, who has shown 
that involvement of the recurrent in acute cardiac and 
pericardiae affections is traceable in most cases to inflam- 
mation in the mediastinum and is independent of dilata- 
tion of the heart. ‘ 

Paralysis of the ieft recurrent nerve may therefore be 
due, as has been indicated, to the following cardiac condi- 
tions: (1) enlargement of the left auricle exercising 
pressure on the left recurrent nerve, either directly, or 
indirectiy through the pulmonary artery or the left 


bronchus ; (2) stretching of the nerve upon the ligamentum 


arteriosum, or ductus arteriosus; (3) kyphoscoliosis; (4) 
pericarditis; and (5) mediastinitis. 

It is evident that the precise cause can be determined 
only by a necropsy. The careful examination of the chest, 
the consideration of the history and symptoms, and of 
adiographs, should assist, however, in establishing the 
connexion. In making a differential diagnosis, aneurysm 
of the aorta, enlarged tracheo-bronchial glands, mediastin- 
itis. and neuritis of toxie origin should be excluded. 

It should be noted that the hoarseness may exist before 
the mitral stenosis has been detected, but generally it 
develops with other symptoms of failure. The hoarseness 
may be preceded for years (Lian), or only for a night as 
in one of my cases, by a period marked by violent cough- 
ing, suggesting irritation of the recurrent. At first the 
hoarseness may be intermittent, or the onset may be 


gradual or sudden. After the aphonia or hoarseness has: 


been present for some time it may become less noticeable 
owing to the compensatory action of the right cord. The 
paralysis is always of the complete recurrent type; it is 
commonly on the left side, but may occur on the right. 
There would appear to be no doubt that the paralysis 
occasionally passes off when the circulatory conditions 
improve. 
Ocsophagus. 

Malignant disease of the oesophagus is often complicated 
by paralysis of one or both vocal cords. The inferior 
laryngeal nerve may become involved in an extension of 
the disease from either the wall of the gullet or the 
adjacent paratracheal lymphatic glands. The left cord, 
due doubtless to its greater length, is oftener affected than 
the right, and the paralysis which follows is usually of the 
complete recurrent type. On the other hand, when cancer 
of the cervical oesophagus gives rise to laryngeal paralysis, 
it is, in my experience, more commonly of the right cord 
and of the abductor variety. A possible explanation of the 
greater susceptibility to cancer of the right side of the 
gullet in the neck is that the trachea in its downward 
course is displaced to the right and somewhat twisted, so 
that more or less of the left side of the oesophagus remains 
uacovered, while the right side is not only covered but 
compressed and irritated by the right edge of the trachea. 

The preponderance of abductor paralyses in cancer of 
the cervical oesophagus may be due to the symptoms being 
produced earlier when the disease is in this situation than 
when it is intrathoracic, and consequently the patients are 
examined when only the abductor fibres are implicated. 

A vocal cord paralysis associated with dysphagia should 
at once raise the question of an oesophageal tumour. In 
such cases the dysphagia usually precedes the paralysis, 
ut not invariably. Oesophageal cancer affords special 


opportunities of observing the successive implication of the 
cords and of their passage from the abductor to the 
complete recurrent stage. 


Peripheral Toxic Neuritis and Myopathic Paralyses. 
The reliable information we possess as to this part of our 
subject is still scanty and of doubtful value. 
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Il.—MECHANICAL IMMOBILIZATION OF THE 
VOCAL CORDS. 
BY 


HERBERT TILLEY, B.S.Lonp., F.R.C.S., 
Surgeon, Ear, Nose, and Throat Department, University College 
Hospital, London. 


Iz must be some thirty years ago when a man was brought 
into the London Throat Hospital, Great Portland Street, 
Lendon, suffering from a severe degree of laryngeal stridor. 
We found his cords in complete adduction, with slight 
swelling of the arytenoids. His distress was so urgent: that 
I performed a low tracheotomy at once, and without local 
or general anaesthesia. The wound having healed, the 
patient left the hospital wearing a cannula, and this he 
has been obliged to retain ever since. Meanwhile his 
general health has been excellent. 

A year or two after this experience I was consulted by 
a medical man who had been hoarse for a week, and in 
addition was suffering from pain in the larynx and in 
some of the larger joints. I found the left vocal cord 
motionless in the middle line and its corresponding 
arytenoid was swollen and oedematous. He went home 
and to bed, was treated for acute rheumatism, and made 
a rapid recovery. Two months later I found his vocal cord 
had regained its normal mobility. and his natural voice had 
returned. 

The possibility of an immobile cord being due ‘to fixation 
of the corresponding crico-arytenoid joint had not. pre 
viously come within the compass of my experience. 
Hitherto I had been taught that such a condition of vocal 
cord inaction was caused by paralysis due to pressure on 
the recurrent laryngeal nerve in some part of its course, 
or less frequently to a lesion in the central nervous 
svstem. Hence, if it were impossible to establish the 
presence of an intrathoracic aneurysm, or new growth, or 
to obtain evidence of some gross changes in the cerebro- 
spinal nervous system, the cause of the laryngeal symptom 
remained in doubt; the prognosis was considered to be 
serious, and the patient was at least condemned to a more 
or less inactive life. 

In those days the roentgen rays were unknown, and 
physicians were entirely dependent upon their skill in the 
detection ana interpretation of abnormal physical signs 
and symptoms of disease. They were masters of an art 
which seems to be in some danger of extinction, because of 
the present tendency to allow physical and laboratory tests 
to supplant rather than to supplement keen observation 
and clinical methods of investigation. 

I do not wish to underestimate the value of the hand- 
maids of medicine, without which our science and art would 
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indced be in a very parlous condition. Of such aids radio- 
graphy is one of the most helpful, in that it will often not 
only confirm a clinical diagnosis, but give to it details of 
exactitude otherwise unobtainable. It may be of even 
greater value still when it discovers the early stages of a 
lesion before it has had time to produce physical signs 
capable of detection by inspection, palpation, percussion, or 
- auscultation. A commencing aneurysm of the aortic arch 
with paralysis of the left recurrent nerve is a case in point. 

But many laryngologists must have seen an immobile 
vocal cord for which every clinical and physical method of 
examination, often repeated at more or less prolonged 
intervals, has failed to discover a cause. I wish to empha- 
size the not infrequent occurrence of such cases because it 
is obvious that, as between them and cases of true para- 
lysis, the diagnosis with the consequent prognosis places 
a very serious responsibility upon whoever has the final 
decision as to the course to be followed by the patient. 

In my student days, and for a long time afterwards, a 
patient with an immobile vocal cord was condemned for 
many months, or sometimes permanently, to a life of 
inaction, because such a symptom was considered to be due 
to a serious paralytic factor, even when this could not be 
ascertained. 

I will give the brief histories of twenty-four patients 
in whom inflammatory or other factors brought about a 
temporary or permanent fixation of the crico-arytenoid 
joint. ese cases were included in a series published in 
the Journal of Laryngology (June, 1918), and formed the 
basis of a communication entitled ‘“‘ Some clinical observa- 
tions on the significance of paralysis of the left vocal cord.”’ 
Since then I have seen others which have not been followed 
up in their subsequent history. 

To each of the twenty-four patients I wrote asking 
for a complimentary visit, or, if that were impossible, 
for a report as to their condition. I received no reply 
or only indirect or unsatisfactory information from ten. 
But one of these was an Austrian, aged 67, who con- 
sulted me in 1910, and whom I saw on a golf links in 1915. 
He -had consulted many physicians, laryngologists, and 
radiographers, but the cause of the immobility of his left 
vocal cord had never been discovered. He was in perfect 
health when I last saw him, so it would seem reasonable 
to assume that he had no serious lesion involving his left 
recurrent nerve. 

Three patients had died, one from aneurysm of the 
aorta, and one from pneumonia three years after my first 
examination, but his daughter assured me that in the 
meantime his voice had completely recovered. The third 
died from pulmonary tuberculosis, and it is possible that 
the ‘immobility of his left vocal cord was due to tuber- 
culous infection of the corresponding crico-arytenoid 
articulation. Four patients remained in statu quo ante. 
The oldest of these was 78, and each patient was scen at 
least two years after the first examination. Seven patients 
had er eg recovered the mobility of the left vocal 
cord. (These figures do not quite correspond with those in 
my original contribution, because their subsequent histories 
have necessitated one or two of them being moved from 
one category into another.) 

For my present purpose it is only those cases of cord 
immobility not due to true paralysis which are of interest. 
Of these there are nine; three remained in statu quo and 
six completely recovered. 

Of the three, one is the case of bilateral fixation already 
mentioned, the man who has worn his cannula for more 
than thirty years. The second, a man aged 72, was seen 
in December, 1915, with fixation of the left vocal cord; 
he was alive and well in April, 1918. The third—a young 
‘woman aged 27, with adduction of the left cord—was 
seen in November, 116, and the condition was unaltered 
in April, 1918. 

Of the seven patients who recovered the use of the left 
cord, the first was the case already mentioned which 
proved to be rheumatic inflammation of the crico-arytenoid 
joint. The following defails about the other patients are 
of interest. 

2. A married woman, aged 36, consulted me on February 10th, 


1908, for loss of her singing voice and jnability to k -plainly; 
the symptoms had lasted a fortnight. The vocal 


motionless in the middle line, but there was no swelling of the 
corresponding crico-arytenoid region. I could detect no physical 
signs in the chest, and Sir John Broadbent to whom she was 
referred for examination of the chest, reported that it was 
normal. Some twelve months later I found that the voice had 
returned and the action of both cords was quite normal. She died 
from a cerebral tumour a year or two after she had recovered 
the use of the left vocal cord. 

3. A man, aged 53, consulted me on February 19th, 1910, for loss 
of voice of two months’ duration, which dated from ‘‘a touch et 
influenza,’’ No other local or general symptoms were discovered, 
On March 11th, 1918, both vocal cords were normal in action and 
appearance. The patient says the voice returned two or three 
months after his first visit to me. 

A man, aged 49, consulted me on July 7th, 1913, for loss of 
voice. The left vocal cord was in the position of adduction, 
There were no physical signs in chest, and_no evidence of an 
central nerve lesion, When re-examined on December 19th, 191 
the vocal cords were normal. The patient is still well and in full 
work as a solicitor. 

5. A man, aged 67, consulted me on June 2lst, 1915, for loss 
of voice of three months’ duration; it came on after shouting, 
On phonation the left vocal cord remained motionless in the 
middle line. There were no physical signs in the chest, and no 
evidence of any central nerve lesion. On March 5th, 1918, ho 
— that his throat trouble had disappeared, so that he could 
talk or sing as well as ever. He douched the throat frequently 
with cold water and applied a cold water pad at night. In about 
three months he began to get better, and at the end of four 
months was quite well. Altogether he was without his voice for 
about eighteen months. 

6. A married woman, aged 29, was seen on February Zrd, 1915; 
the left vocal cord was motionless in the middle line. Re-examined 
on April 9th, 1915, no change was seen. The patient was a 
particularly fine and healthy looking woman, but a short time 
after her second visit she had severe pain in her left heel, and was 
advised to go to Bath for treatment of her gout by the mineral 
waters. Her foot recovered, the voice slowly returned, and in 
July, 1915, I found the left vocal cord had completely recovered 
its mobility. 

7. A man, aged 68, consulted me for loss of voice. His left 
vocal cord was motionless in the middle line; there was a _lhistor 
of syphilis and patches of leucoplakia on the tongue. The left 
arytenoid was slightly fuller than the right. After appropriate 
treatment for six months I examined the larynx again, and found 
it normal in every respect, and his voice correspondingly improved. 

So far as I know, six of these patients are alive and 
well to-day. 

8. In April of this year I saw at the hospital a fine eal 
looking man whose right vocal cord was, and still is, immobile 
in complete adduction. No physical signs have been detected in 
the chest, nor has the radiographer found any abnormality 
therein. He has no difficulty in swallowing, and, but for the 
alteration in his voice, he declares that he never felt better in 
his life. It is, of course, too early to make a diagnosis, but the 
absence of any other lesion is, so far, in favour of a good 
prognosis. 

9. On May 20th I saw a man, aged 84, of whom Dr. de Havilland 
Hall reported that about thirty-five years previously there had been 
ankylosis of the right crico-arytenoid joint. I found definite move- 
ment on phonation of both the right arytenoid and vocal cord, 
but there was paresis of the internal tensor causing defective 
adduction, and hence the huskiness of the voice. It would seem, 
therefore, that there has _been- a substantial recovery from the 
ankylosis noted by Dr. Hall, but there remains a weakness of 
the tensors of the cord which is probably the result of long- 
continued disuse. 

Cne of the outstanding clinical facts in the first seven 
cases just reported is that in each of them the left vocal 
cord was temporarily immobilized. How are we to explain 
this? Naturally, we shall at once remember the long 
course of the left recurrent nerve compared with the 
right, and possibly we may be tempted to speculate as te 
whether this would render the left nerve more subject 
to a temporary neuritis then the right. But in my series 
of seven cases which recovered cord mobility, the first was 
an acute rheumatic inflammation with oedema of the left 
crico-arytenoid joint. No. 6 was probably of gouty origin, 
because it was associated with gout in the foot and 
recovered consentaneously with the latter. Case 7 was due 
to tertiary syphilis of the left arytenoid and was cured 
by appropriate treatment. Obviously, it is not necessary 
to invoke a neuritis for these cases, in which T was fortunate 
in seeing the local lesions in their early and more or les$ 
acute stages. 

It is curious that such obviously local lesions should tend 
to affect the left side of the larynx. To me it is 4s 
inexplicable as the fact that post-cricoidal carcinoma 38 
far commoner in the female sex, or that in pachydermia 
of the vocal processes the prominence is generally on the 
left and the depression on the right side. ; 

Testing the mobility of the immobile arytenoid by means 
of a laryngeal probe has not given me any definite help 
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as a diagnostic measure, but possibly the experience of 
others may have been more fortunate. 

I have said nothing of cases of mechanical fixation of 
a vocal cord due to trauma, or septic infection following 
injuries by impacted foreign bodies, nor of the infiltrations 
produced by tubercle or malignant disease. Instances of 
these factors are well known, and when present are gener- 
ally easy of detection. In the literature of the subject 
I can find very little bearing on the type of case to which 
attention has been drawn. 

I venture to hope that my experience may emphasize 
the fact that an immobile vocal cord is not necessarily 
due to a grave and often quickly fatal lesion. Of course, 
this contingency must be foremost in our minds when we 
are confronted with an inactive cord, but if every means 
of examination should fail to detect such a serious factor, 
it will be our duty to give a guarded diagnosis, a hopeful 
prognosis, and these must be combined with a duly watchful 
or expectant treatment. 


Discussion. 

Sir James Dunpas Grant (London) referred to the 
exhaustive exposition of «the nervous affections of the 
larynx by the late Sir Felix Semon, who had drawn 
attention to the occurrence of crico-arytenoid arthritis 
as a cause of immobility of the vocal cords. Among the 
possible sources of error was the fixation of a cord from 
early post-cricoid carcinoma. Bilateral fixation with the 
cords in adduction was in one case quite inexplicable, 
though possibly gouty, and in another it was due probably 
to chronic osteo-arthritis. In one case the aphouia and 
immobility disappeared after bronchoscopy, being probably 
caused by a transient inflammatory rigidity of the joints. 
The speaker recalled two cases of paralysis of the left vocal 
cord which he had fully reported before the Laryngological 
Section of the Royal Society of Medicine, and which 
appeared to be due to alcoholism, complete recovery 
following abstinence. 


Sir StCLark Tuomson (London) said that Dr. Kelly had 
shown how the subject had been clarified since the British 
Medical Association last met in Edinburgh twenty-nine 
years before. Last century was a time when laryngologists 
still‘ proved each other orthodox by apostolic blows and 
knocks, and their senior in those days, Sir Felix Semon, 
used to collect the scalps of those who differed from him 
in laryngo-neurological righteousness. The subject was, in 
those days, in so much confusion that the writing of the 
chapter on nervous affections of the larynx in his textbook 
had given the speaker more trouble than any other. The 
present generation had only to read the succinct introduc- 
tion by Dr. Brown Kelly to realize how the subject had been 
made clear. The title of the subject, ‘‘ Immobility of the 
vocal cords,’’ indicated a final and complete paralysis, but 
the important and interesting cases were those of simply 
impaired movement. A_ better title would have been 
“ Defects of mobility,” or “ Palsy and paralysis.’’ His 
only personal contribution to the subject had been the 
publication of observations made on some thousands of 
cases in a tuberculosis sanatorium. During ten years he 
had found about twelve cases of palsy or paralysis of a 
cord in cases with pulmonary disease, but without laryngeal 
tuberculosis. Whether this was due to a pleuritic or to a 
glandular deposit was still unknown. One half of his 
patients recovered completely; the remaining ones were 
going about the world with fixed cords, and if they pre- 
sented themselves without giving their past history the 
original cause might be overlooked. He suggested that the 
most likely explanation of the more numerous lesions on the 
left side was the greater length and exposure of the left 
recurrent laryngeal nerve. He was inclined to the con- 
clusion that articular causes of impaired movements were 
rare, and that neurological causes were much the most 
frequent. 


Professor F. R. Nacrr (Ziirich) referred to the involve- 
ment of the function of the vocal cords in goitre, and 
stated that in Switzerland generally a distinct vocal palsy 
would indicate malignant degeneration. Only in very rare 
cases of sudden enlargement, such as haemorrhage after 


great strain, might temporary immobility be observed ; this 
disappeared after operation. After goitre operations even 
the best statistics indicated an average of about 8 per cent. 
of vocal cord affections, but not all would be constant; 
they were not always due to operative lesions, and might 
be caused by haemorrhage or the formation of scar tissue. 
The speaker mentioned a case he had seen of palsy of the 
vocal cord due to aneurysm of the innominate artery, in 
which the diagnosis was extremely difficult, because there 
were no further symptoms than compression of the lower 
part of the trachea. 


Dr. V. F. Lampert (Manchester) gave an analysis of 
189 cases of paralysis of the vocal cord (or cords) which he 
had compiled from the ear and throat department of the 
Royal Infirmary, Edinburgh, during the years 1907 to 1£26 
(inclusive). These patients had been under the care of 
Dr. A. Logan Turner or Dr. J. S. Fraser. Only cases 
in which the larynx was anatomically normal were included ; 
cases of immobility of the cords due to tumour or peri- 
chondritis were not dealt with. Of the 189 cases, in 181 
the paralysis was unilateral and in 8 bilateral. 


Unilateral Paralysis. 


Cause. Left. Right. Total. 


Aneurysm of aorta ... 

Operative trauma ... 

Pulmonary tuberculosis ... 

Pleural effusion 

Doubtful pulmonary lesions 

Influenza (?) ... 

Malignant disease oflung _ ... 

Wassermann reaction positive (no other 
cause found) 

Syphilis of mediastinum ... 

Tuberculosis of apex with Wassermann 
reaction positive 

Post-diphtheritic 

Mitral stenosis 

Malignant tumours of neck 

Mediastinal neoplasm _... 

Disease of central nervous system ; ; 

No cause found after investigation ... soe 

Norecord of the result of the medical investi- 
gation sent to throat department 


. 


lel l lowe 


Totals 46 181 


Twenty-three of the cases were seen in the abductor stage : 
of these, three were later noted as having gone on to 
complete paralysis (cadaveric position). In one case of 
abductor paralysis, on the other hand, complete recovery 
was noted at a later visit. 
Causes of Bilatcral Paralysis in 8 Cases. 
Aneurysm of aorta ons 
Operative trauma 
Locomotor ataxia 


Bulbar paralysis 
Amyotrophic lateral sclerosis 


Dr. Lambert emphasized the need for better co-operation 
between the physician, radiologist, and laryngologist in 
determining the causation of motor laryngeal paralysis. 


Dr. W. S. Syme (Glasgow) said that he had seen a case 
of right recurrent paralysis due to, aneurysm of the in- 
nominate artery, and three cases of laryngeal paralysis due 
to invasion of the mediastinal glands in breast cancer. 
Probably these cases were more frequent than had been 
thought, and it was suggested that a laryngoscopic exam- 
ination should be made in all cases of cancer of the breast 
before they were submitted to operation. In some cases 
of slight paresis of a cord this was present at times and 
then absent. It would be interesting to have light thrown 
on the causation of this. While not denying the existence 
of cases of defective mobility of a cord due to lesions of 
the crico-arytenoid joint, he thought such a diagnosis should 
be made with reservation. It seemed probable that the 
cause of these was to be found in the vulnerable position 
of the left recurrent nerve as it lay in the confined space 
enclosed by the arch of the aorta and the ductus arteriosus. 
Short of aneurysmal dilatation demonstrable by clinical 
examination or 2-ray examination it appeared to him that 
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_in many cases there must be such increased pulsation and 
movement of the aorta, which by the constant rubbing on 
the nerve or fretting it caused thickening of the sheath 
and resulting pressure on the nerve fibres. 


Mr. C. A. 8. Ripovr (Portsmouth) described two cases. 
The first was that of an elderly woman with a history of 
long-continued otorrhoea on the right side which had 
received intermittent treatment. She came to hospital 
complaining of aphonia and difficulty in swallowing. On 
examination it was found that the right vocal cord was 
immobile. There was no evidence of any lesion in the 
throat or chest. She came again a month later, when the 
sixth and seventh cranial nerves were paralysed; she had 
some difficulty in swallowing and speaking, and complained 
of severe pain in the right mastoid. A diagnosis was made 
of malignant disease of the petrous bone on the right side. 
This was confirmed on opening up the mastoid and at 
necropsy subsequently. The second patient was a woman 
with aphonia following ‘‘ influenza.’’ The right cord was 
immobile, but no gross lesion was discovered. A few weeks 

*later the right cord recovered but the left remained im- 
mobile longer, though it subsequently became normal and 
the symptoms disappeared.. The cause was thought to be 
neurosis. 


Mr. M. E. Vuasto (London) referred to Dr. Syme’s 
suggestion that a cause of recurrent nerve paresis might 
be a fretting action on the nerve due to aortic pulsation, 
and said that there was a parallel condition in the lower 
animals. The phenomenon “‘ roaring,’’ which occurred in 
horses, was known to be due to a left recurrent palsy in 
an animal usually of the hunter class. 


Professor H.S. (Montreal) stressed the importance 
of impressing upon students that the larynx should always 
be examined in the event of even the slightest disturbance 
of the speaking voice. This statement was illustrated by 
the examination of a patient whose voice was very slightly 
affected, the laryngeal mirror showing an abductor paresis 
of the left vocal cord which was diagnosed as probably 
a laryngeal manifestation of tabes. This opinion was 
corroborated by the subsequent development of all the 
classical symptoms of the disease. An example of a 
peripheral lesion involving the nerves at their exit from 
the jugular foramen was cited, the local manifestations of 
which were contraction of the pupil, paralysis of one side 
of the soft palate, hemiatrophy of the tongue, and paralysis 
of one vocal cord—all on the left side. The speaker did 
‘not agree that true -involvement of the crico-arytenoid 
joint seldom if ever existed except in that due to malignant 
disease or tuberculosis, and mentioned a case in which 
there occurred an involvement of the left crico-arytenoid 
joint during the course of gonorrhoeal rheumatism with 
arthritis of the knee- and elbow-joints on the same side. He 
did not think that most cases: of vocal cord paralysis 
occurring in goitre were apt to be malignant, as he had 
seen a large number of cases of enlarged thyroid amongst 
French Canadians, in whom such paralysis without malig- 
nancy was fairly common. Paralysis of either one or both 
cords caused by exposure of the neck to a very cold wind 
while driving in an open motor car had been seen by him 
in several cases, the cause being a peripheral neuritis. 
Recovery ensued in all. 


Mr. W. G. Howartn (London) thought that the duration 
of the conditions in each class was of interest. He men- 
tioned a case of right recurrent paralysis due to bulbar 
palsy which he had followed for twelve years; the patient 
was still at work, and the lesion had only gradually pro- 
duced a weakness of the palate, hemiatrophy of the tongue, 
and weakness of the trapezius. As regards the group due 
to toxic neuritis, he had kept under observation a patient 
whose recurrent paralysis of the right side began after an 
acute attack of influenza; the cord did not recover complete 
mobility for eleven months. He wondered if this was 
unduly long. He suggested that the temporary paresis 
mentioned by Dr. Syme might be due to early myasthenia 
gravis. It was important that these cases should be 
examined by a skilled neurologist, since early cases were 
very difficult to detect. 


Dr. Dan McKenzre (London) said that the discussion 
seemed to have dealt chiefly with vocal cord paralysis in 
which no obvious cause for the symptom could be found; 
there were undoubtedly manycases of that kind. Middlemass 
Hunt had stated that most of these proved ultimately to ba 
cases of aortic aneurysm, and certainly vocal cord paralysis 
nearly always indicated some serious lesion. Nevertheless, 
there were many which, after lasting for several weeks, 
recovered entirely, and there were others in which, although 
the paralysis continued for a lifetime, no cause was ever 
found. A puzzling variety was the association of right- 
sided paralysis with aneurysm of the aortic arch. This was 
difficult to account for anatomically, but Dr. F. G. Crook- 
shank had suggested that the vocal cord paralysis might in 
such cases be due to syphilitic mediastinitis with cicatricial 
changes. 


Dr. ANDREW (London) agreed that immobility 
or impaired mobility was a serious symptom, but it should 
not have excessive importance attached to it, and only 
tuberculosis or malignant disease be postulated. Very 
many patients recovered, and certain toxic cases might 
escape notice; thus impaired mobility was often a sequel 
of malarial fever. He had seen cases which were dia- 
gnosed as due to enteric fever, and had reported two cases 


of marked lead poisoning with bilateral immobility which ~ 


cleared up completely. 


Dr. T. Ritcnte Ropeer (Hull) emphasized the necessity 
of investigating the condition of the adjacent cranial 
nerves when attempting to explain a laryngeal paralysis. 
He referred to two cases seen in the same week two 
months ago. 


In a woman, aged 31, the left vocal cord was fixed in the 
cadaveric position. The left half of the tongue was markedly 
atrophied, so that when the tongue lay at rest in the floor 
of the mouth it presented an appearance suggestive of tumefaction 
of the posterior half of the right side. On protrusion, however, 
the atrophy of the left side was very apparent. The soft palate 
was not very active, but there seemed to be no difference in the 
two halves. There was well marked wasting of the sterno-mastoid, 
deltoid, pectorals, and the supra- and imfra-spinatus muscles on 
the left side. There was an almost complete nerve deafness on 
the left side, but the caloric test yielded normal vestibular 
responses on that side. The voice-change and the deafness were 
the only ge the patient had noticed, and these had -been 
present for five years. There were none of the stigmata of 
congenital syphilis, and Wassermann tests of both the blood and 
the cerebro-spinal fluid were negative, but her father had died 
of “cerebral tumour” and her mother of “abscesses of the 
sternum ”’ at the age of 57. The latter condition was a 
suggestive of gummata. Dr. Muir, who examined the patient, 
thought that syphilitic nuclear disease was the most likely 
diagnosis. He entertained the idea of bulbar syringomyclia and 
the bulbar form of progressive muscular atrophy as alternative 
diagnoses, but discarded the former because he could find no 
dissociated anaesthesia, and the latter because the seventh nerve 
had escaped altogether and the lesion had remained unilateral 
for such an extended time. 

In the second patient, a woman aged 35; the change of voice 
had been noticed only six months. The right vocal cord was fixed 
in the cadaveric position; there was marked wasting of all the 
muscles of the right shoulder, as in the other case, and again 
there was atrophy of the corresponding half of the tongue. There 
were no signs of syphilis, and the Wassermann reaction was 
negative. X-ray examination of the chest and neck was negative. 


In these cases of involvement of several cranial nerves the 
lesion might be nuclear, or it might be situated at the 
point of exit of the nerves from the skull, where several 
nerves had a common or approximate exit. Dr. Rodger 
referred to an article by Dr. Vernieuwe on Vernet’s 
syndrome—the common involvement of the spinal accessory, 
pneumo-gastric, and glosso-pharyngeal nerves—in which 
two cases were recorded, one due to inflammatory pressure 
in the region of the jugular foramen consequent on septic 
thrombosis of the jugular bulb, the other due to pressure 
in the same region from extension of a cylinder-celled 
sarcoma of the nasopharynx. In both cases laryngeal 
paralysis formed part of the picture. The cases described 
by Dr. Rodger differed from the syndrome of Vernet in 
that the hypoglossal nerve was involved, and in one case 
the fourth cervical nerve. Although the hypoglossal nerve 


did not emerge through the jugular foramen with the 
ninth, tenth, and eleventh nerves it was near enough to 
be involved in a fairly extensive lesion in that area, but 
the proximity of the nuclei of the tenth, eleventh. and 
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twelfth nerves, as also of the area acoustica—explaining 
the deafness—seemed to point to a nuclear lesion as being 
the more probable explanation. 


Mr. Joun F. O’Matiey (London) thought that it was 
becoming clear that the causes of vocal cord immobility or 
partial immobility were predominantly neurological. In 
many cases they could be elucidated, yet there was a large 
residue for which no explanation could be found. It was 
obvious that traumatism, disease, aortic aneurysm, and 
poisons (either metallic or pathological) might be concerned. 
Reasoning by analogy, peripheral neuritis due to exposure 
to cold was quite conceivable as a cause, as in Bell’s 
palsy of the face. After tracing the cause, as it was 
possible to do in a vast number of cases of vocal cord 
paralysis, the gravity of the latter symptom could be 
apportioned; where no such grave cause could be found 
the prognosis would be favourable. 5 


Dr. Brown Ke ty, in his reply, considered that in a case 


‘of immobility of the vocal cord, when every means had 


failed to reveal the cause, the possibility should be kept in 
view of one of the following conditions being present: (1) a 
sclerosed lymphatic gland which could exercise pressure on 
the recurrent nerve throughout life and give rise to no other 
signs; (2) central nervous disease, of which for years the 
vocal cord paralysis might be the sole manifestation; (3) 
neuritis due to such causes as alcohol; and (4) myopathic 
disturbances following influenza and other infections. The 
term ‘‘ fretting’’ of the recurrent laryngeal seemed to 
describe suitably the irritation to which this nerve was 
exposed when, as had been recorded, a temporary increase 
in blood pressure, presumably accompanied by increased 
distension of the aorta, gave rise to a transient paresis, or 
when it was roughened by calcareous plates in the concavity 
of the arch. Dr. Birkett’s description of laryngeal para- 
lyses produced by cold winds was of interest, and added 
another to the category of possible causes. 


Mr. Trutey, in reply, emphasized the early appearance 
of the local lesion, swellmg of the arytenoid, as proving 
the case to be articular and not neurological in origin. 
With regard to fretting by the aorta, in transient cases he 
advocated a more thorough examination of the chest by 
the surgeon, and deprecated the too hurried transference 
of cases to others before any further attempt at investiga- 


’ tion was made. 


THE FAILED FORCEPS CASE AND ITS 
TREATMENT.* 
BY 


DOUGLAS MILLER, M.D., F.R.C.S.Ep., 
Lecturer and Senior Assistant in the Department of Midwifery 
and Diseases of Women, Edinburgh University. 


Or the many types of grave obstetric emergency with 
which any large maternity service has to deal there is 
none which so taxes the judgement and skill of the atten- 
dant or occasions more anxiety in the days which follow 
delivery than that which comes under the category of the 
“failed forceps’? case. On reviewing a series of five 
hundred emergency admissions to the Edinburgh Royal 
Maternity Hospital, it was found that in eighty-eight, or 
17.6 per cent., forceps had been applied and efforts made 
at extraction without the desired result. 

An analysis of these cases shows that the commonest 
individual cause of failure was disproportion, due either 
to abnormal size of the child or to contracted pelvis, 
the latter being found in varying degrees in about 40 per 
cent. of cases. The pelves were for the most part of the 
generally contracted and flat rachitic types, although in seven 
out of a total of thirty-four cases in this group an outlet 
deformity was responsible for difficulty. I would especially 
direct attention to the treaclierous nature of this last type 
of pelvic abnormality—treacherous in that, as in five of 
these seven cases, the measurements of the pelvic inlet may 
be normal, the head may engage in the brim in a normal 


“Read in the Section of Obstetrics and Gynaecology at the Annual 
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manner, and a good prognosis as regards spontaneous birth 
may be formed; only when the head is arrested at a low 
level in the pelvis is the abnormality recognized; as a rule 
the opportunity for Caesarean section has passed, and 
craniotomy, or at best a. difficult forceps delivery, is 
inevitable. Serious outlet contraction is, of course, not 
commonly encountered in general obstetric practice, but 
the high proportion of cases of this type (seven in thirty- 
four) in the present series indicates how readily the 
deformity may escape notice. 

A posterior position of the occiput was found to be an 
almost equally ‘common cause of difficulty. In the majority 
of cases the malposition had not been recognized, and there 
has commonly been a history of forceps having been applied 
several times without success. Many of these patients 
showed severe laceration of the soft parts, probably from 
slipping of the forceps, and in one case rupture of 
the lower uterine segnient had occurred. On admission 
to hospital the position of the occiput varied; in 
some the head was still in the oblique diameter of the 
pelvic cavity, in others posterior rotation to the hollow 
of the sacrum had occurred, while in several forward 
rotation was in progress. In a few cases the head was 
still riding free above the pelvic brim. 

A third group comprises cases in which no abnormality 
of the pelvis was present, the child was of average size, 
presentation and position were normal. It is possible that 
some of these were patients in whom an occipito-posterior 
position had been present when forceps delivery was first 
attempted, rotation of the occiput to the front having 
occurred during the patient’s transit to- hospital. In a 
large number of cases in this group, however, no obvious 
explanation of failure could be found, and it was difficalt 
to avoid the conclusion that anxiety to relieve suffering 
had prompted an attempt to assist delivery before complete 
dilatation of the passages and adequate moulding of the 
head had been allowed to take place. As in many instances 
of contracted pelvis and the occipito-posterior position 
above referred to, intervention was unsuccessful largely 
because it was premature and necessarily entailed, not 
infrequently, serious injury to cervix and vagina, Finally, 
in a small group in which forceps delivery was unsuccess- 
fully attempted, there fall to be catalogued two face cases, 
one of them a niento-posterior, one brow presentation, and 
one case of ovarian tumour obstructing labour, 


TREATMENT. 

Hyperbole might be exhausted in emphasizing the value 
of prophylaxis. It is, however, sufficient testimony to the 
value of ante-natal supervision to record that, whereas 
approximately one-third of the cases in this analysis were 
seen by a doctor for the first time after the commencement 
of labour, there were, ou the other hand, only three failed 
forceps cases, so far as information is available, among 
more than 6,000 patients who, during the period under 
review, attended the hospital ante-natal clinic. 

Where moderate forceps traction fails to effect delivery, 
further treatment will naturally be governed by con- 
ditions present in the individual case, and in par- 
ticular by the information which the following lines of 
investigation afford: (1) What is the nature of the 
obstruction? (2) Is birth of a living child per vias 
naturales possible? (3) If delivery by the natural passages 
is contemplated, is immediate intervention in the interests 
of mother or child desirable or not? (4) If delivery of a 
living child per vaginam is impossible do the conditions 
present warrant or forbid Caesarean section? 


The Nature of the Obstruction. 

The commoner causes of the obstruction have already 
been detailed. Careful abdominal examination, accurate 
measurement of the bony pelvis including the pelvic outlet, 
and vaginal examination, preferably under anaesthesia, 
with the whole or half-hand, will usually yield the 
information required. Diagnosis of the occipito-posterior 
position in particular is often difficult, especially in those 
instances in which a large caput succedaneum has 
obscured the usual landmarks. By the introduction of the 


hand the position of the head can be determined without 
doubt, and the existence and degree of pelvic deformity 


| 
| | 
| 
| 
| | 
| 
} 
| 


686 Oct. 15, 1927] 


SECTION OF OBSTETRICS AND GYNAECOLOGY. 


Tue Britis 
Mepicat 


ascertained. The following test may occasionally be of 
value in the diagnosis of an occipito-posterior position. If 
the fore and middle fingers are placed one on either side 
of the frontal suture the frontal bones may be alternately 
depressed one on another. As the result of moulding, the 
occipital and frontal bones arg overlapped by the parietals, 
and one pariejal overrides its fellow, so that at the frontal 
suture alone can this mobility be elicited. The advancing 
sinciput can thus be readily recognized. 


Is Birth of a Living Child by the Natural Passages 
Possible or Not? 

If the child is dead, or from repeated ineffectual 
attempts at delivery and obvious signs of foetal distress 
survival seems improbable, the immediate problem is sim- 
plified, perforation being as a rule indicated. Whether or 
not this should be followed by immediate extraction will 
depend on the condition of the patient and the degree of 
dilatation of the soft passages. 

If the child is still in reasonably good condition, the 
possibility or otherwise of vaginal delivery must next be 
determined. Where dystocia is due to abnormal presenta- 
tion or position alone, correction of the abnormality is as 
a rule followed by a rapid and easy termination of labour. 

Where, on the other hand, there is disproportion, due 
either to pelvic contraction or to abnormal size of the child, 
the following points must be taken into consideration in 
assessing the possibility of vaginal delivery. (1) Pelvic 
measurements. (2) The relative sizes of head and pelvis 
and the degree of engagement as estimated by the Miiller- 
Munro Kerr method—a mancuvre most satisfactorily 
carried out under anaesthesia with the aid of an assistant. 
(5) The patient’s previous obstetrical history, if she is a 
multipara. (4) Whether or not the patient has had a real 


test of labour. It is obvious that where in addition to 


pelvic deformity labour is complicated by malposition or 
malpresentation, such as anterior parietal advance in a 
flat pelvis, the prospects of successful vaginal delivery may 
be seriously compromised. 


Is Immediate Intervention Advisable or Not? 

Where delivery of a living child by the natural passages 
is considered feasible the important question arises as to 
whether immediate intervention is desirable or not. In an 
earlier paragraph it has already been indicated that a 
premature attempt to effect delivery may not only defeat 
its own end, but also inflict serious injury on the maternal 
soft tissues. The ability of Nature to deal successfully 
with considerable disproportion, if given time, has been 
repeatedly demonstrated by cases of different types in this 
series, which were ultimately delivered spontaneously or by 
an easy low forceps operation, while intervention some 
hours earlier had completely failed. Moreover, while signs 
of maternal or foetal distress or arrest from such condi- 
tions as face or brow or occipito-posterior position may at 
any time demand active intervention, the results, both to 
mother and child, have unquestionably been best in cases 
in which it has been possible’to delay intervention until 
full dilatation of the passages and the maximum degree of 
head-moulding have been allowed to occur. 


Caesarean Section versus Craniotomy. 

Where obstruction is such as to preclude the possibility 
of successful vaginal delivery there arises the controversial 

uestion as to whether, in the presence of probable infection, 

aesarean section or craniotomy is the correct line of treat- 
ment. Farquhar Murray has recently drawn attention to 
the difficulty and danger which craniotomy entails in the 
presence of serious disproportion, and has strongly urged 
more frequent resort to Caesarean section in such cases, 
even where there is undoubted infection and the child is 
dead. On the other hand, the statistics of Holland and 
Kerr and of Routh indicate clearly how much more grave 
is the prognosis where Caesarean section is done in the 
potentially septic than in the “ clean ” case, the mortality 
in the former varying from 10 to 34 per cent. Moreover, 
Schauta’s analysis of 5,000 cases of contracted pelvis shows 
a maternal mortality of approximately only 4 per cent. in 
158 cases delivered by craniotomy. The Edinburgh Royal 


Maternity Hospital figures over a number of years show a 
rather lower Caesarean section mortality and a distinctly 
higher mortality percentage in cases delivered by craniotomy, 

While statistical evidence is fallacious, the figures 
referred to are in accord with the general body of obstetric 
opinion that where gross infection is suspected as the 
result of repeated handling, a rising temperature, offen. 
sive liquor amnii or the development during labour of a 
purulent discharge, craniotomy entails less risk than 
Caesarean section. 

In no class of case is it less possible to lay down any 
rule-of-thumb method of treatment. All that I would 
suggest is that where the child is dead or dying, and 
disproportion not pronounced, or where major surgical 
facilities are not readily accessible, craniotomy is the wiser 
procedure; where; on the other hand, the child is alive, 
the degree of infection slight and disproportion consider- 
able, Caesarean section is warranted. In borderland cases 
between these two extremes the choice of procedure must 
depend on the varying conditions present in the individual 
case and on the personal experience and judgement of the 
operator. 


The Place of Internal Version. 

Twenty-five years ago obstetric literature was much 
occupied with discussions regarding the relative merits 
and demerits of forceps and version as competitive pro- 
cedures in labour complicated by contracted pelvis. Partly 
as the result of ante-natal recognition of disproportion, 
and partly because of the increased safety of Caesarean 
section, that type of case in which internal version might 
be considered the treatment of choice is encountered less 
frequently than formerly. In Edinburgh, at least, the 
recognized dangers to the child of a head-last labour have 
resulted in a tendency to restrict version to a small selected 
group of cases. If such operative procedures as Caesarean 
section and pubiotomy are inadvisable or not feasible, and 
the head is riding free above the brim of a moderately 
contracted flat pelvis, there are three options of treatment 
—high forceps, internal version, and craniotomy. The 
high forceps operation almost necessarily entails a faulty 
and insecure application, large diameters are brought to 
bear across the pelvic brim, and delivery, if possible at all, 
can bo effected only by the exertion of great force, the 
usual result being a dead child and a badly traumatized . 
birth canal. There remain version and craniotomy, and 
where the above conditions obtain, version may occasionally 
succeed in saving the child, where the cperation is nob 
forbidden by severe infection, too great disproportion, or 
a dangerously thinned-out lower uterine segment. I would 
not put the case for internal version more strongly than 
that; in the last twenty-six cases of this type in which 
internal version has been done in the Edinburgh Royal 
Maternity Hospital all but five of the children were 
stillborn. 


Enp-Resvtts. 

In conclusion, I would refer briefly to the tragic end- 
results of many of the cases in the present review. 
Seventeen of the eighty-eight patients died—a mortality 
of 19 per cent., and one which is scarcely exceeded by 
that associated with any of the major complications of 
pregnancy or labour. The individual causes of death 
were: sepsis 12, rupture of the uterus 2, post-partum 
haemorrhage and shock 2, and eclampsia 1. In addi- 
tion, in thirty-nine (44.3 per cent.) the puerperium 
was morbid according to the British Medical Associa- 
tion standard, many of the patients recovering suffi- 
ciently to leave hospital only after exhausting weeks of 
fever. Few patients escaped without more or less serious 
laceration of cervix, vagina, or pelvic floor. Sloughing of 
the vaginal tissues with fistula formation occurred in three 
cases. Further, it will be appreciated that primary suture 
was seldom feasible or successful. Many patients were 
perforce discharged only to face many weeks or months 
of further ill health, and in a few the future was one of 
permanent invalidism. Including stillbirths and neo-natal 
deaths, forty-six of the infants were lost—a mortality of: 


52 per cent. 


| 
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ConcLusIons. 

The conclusions suggested by this clinical analysis may 
be summarized as follows: 

1. The overwhelming evidence-in favour of careful ante- 
natal examination, particularly in primigravidae and in 
multiparous women with an unsatisfactory previous obstetric 
history. 

2. The importance of careful routine measurement of the 
pelvic outlet, which may be contracted in spite of a normal 
superior strait, and is thus a deformity specially liable to 
be overlooked. 

3. The grave danger entailed by non-observance of 
elementary rules with regard to the application of forceps 
through an incompletely dilated cervix or in the presence 
of marked disparity in the relative sizes of head and pelvis. 

4. The necessity when moderate forceps traction fails 
of recognizing the nature and degree of obstruction and 
of determining whether vaginal delivery of a living child 
is possible or not. 

5. The remarkable capacity on the part of Nature, if 
given time, to overcome considerable disproportion by 
moulding of the head, and the realization that the con- 
dition of mether or child, rather than the actual number 
of hours passed in labour, should constitute the indication 
for assisting delivery. 


Discussion, 

Dr. Berner Soromons (Dublin) did not quite understand 
what treatment had been given to those patients who 
had died. He personally had a very decided preference 
for pubiotomy or lower segment Caesarean section t 
craniotomy on a living child. 


Mr. R. H. Paramore (Rugby) referred to his experience 


. in cases of pubiotomy. 


Professor FiercHER (Manchester) regretted that 
this very important papér had been crowded into the end 
of a long morning’s work. It was most unfortunate that 
time could not be given to its discussion, and he urged 
that this subject should be fully dealt with at the meeting 
next year at Cardiff. 


Professor McILRoy supported Professor Shaw’s proposal, 
and the Presipent (Dr. Haig Ferguson) agreed that the 
suggestion should be made in the right quarter. 


Memoranda : 


MEDICAL, SURGICAL, OBSTETRICAL. 
FORMALIN POISONING: RECOVERY. 


As poisoning by formalin is a rare accident, according to 
the textbooks of toxicology, the following details of a case 
of poisoning may be of general interest. 


On September Sth I was called to see a boy, aged 7, who was 
showing symptoms of —/ after drinking some disinfectant. 
Arriving at the house about fifteen minutes after the poison had 
been swallowed, I found that the patient had entered x room 
which was being disinfected by a workman by orders of the local 
sanitary authority; seeing a bottle on the floor containing a 
liquid which he took to be lemonade, he drank the remainder of 
the contents of the bottle, amounting to possibly half an ounce 
of ihe liquid. 

I found the boy somewhat collapsed, though quite sensible; he 
complained of a burning pain in his throat and epigastrium, His 
pulse was rapid and weak; he had vomited once, bringing up 
a quantity of clear, greenish fluid, and he was gasping for 
breath. The nature of the disinfectant was unknown to the 
workman, who had gone away to inquire as to its composition. 
I smelt the vomited matter and at once detected that pungent 
odour so familiar to those who have frequented a dissecting room; 
I decided that the poison must be formalin. This conclusion was 
subsequently confirmed by the workman on his return, the dis- 
infectant being commercial formalin, a 40 per cent. solution of 
formaidehyde in water. 

The treatment I eee was washing out the patient’s stomach 
through the siphon tube; I then introduced a quantity of very 
dilute solution of ammonia, which was left in the stomach. The 
latter procedure was an attempt to produce the well known 
reaction by which ammonia and formaldehyde unite to produce 


the condensation product hexamethylene-tetramine, more familiarl 
known as urotropine or hexamine, a harmless compound. 

also caused the patient to be put to bed with hot bottles and 
gave instructions for the administration of demulcents. The child 


now appeared fairly comfortable. On the following day the 
patient was in his usual health except that he complained ci 
slight pain in the throat on swallowing; he has since made an 
uneventful recovery. 


From a study of the literature available, it appears that 
one ounce of commercial formalin has proved fatal for an 
adult. From what I was told the quantity swallowed by 
the boy would probably have been a fatal dose for a child 
of the patient’s age. 


Kettering. G. H. Marca, M.B., Ch.B.(Vict.). 


A CASE OF SIMPLE CLEFT STERNUM. 


record of the following example. 


The subject was a healthy girl, aged 11, with an uneventful 
medical history. Though the deformity was noticed at birth, 
particular attention was not drawn to it until the girl was 
examined at a school clinic, and doubt was then expressed as to 
whether she was fit to play games owing to the risk of a blow on 
the chest. 

In the anterior wall of the thorax there is a marked depressio' 
due to complete absence of the presternum. The ends of the 
clavicles are separated by a gap of about two inches during 
expiration, which increases to two and a half inches on inspiration. 
The cleft extends down as far as the fifth costal cartilage, the 
ends of the upper four costal cartilages on each side being con- 
nected by a fibrous or cartilaginous strip. The cleft narrows as it 
approaches the fifth costal cartilage, where the two halves of the 
metasternum become joined by a band of strong fibrous tissue—from 
aah to the seventh costal cartilage. A xiphisternum could not 

elt. 

There is a slightly asymmetrical .- Yr of the chest, but 
measurement does not confirm this, both sides being equal and 
no kyphosis or scoliosis being present. In the depression formed by 
the absence of the sternum the pulsation of the aorta is very, 
marked. The heart is normal in size and position and no cardiac 
murmurs are audible. / 

During coughing or forcible expiration the anterior edges. of, 
each lung herniate through the cleft; this produces an alarming 
swelling on the front of the chest. This condition gives rise to no 
discomfort to the child except if pressure is applied, such as woul 
be present if the sternum were complete. 


D. M. Greig' has collected from the literature twenty 
cases of simple cleft sternum. Six of these cases had con- 
comitant anomalies. In the case here described no other 


abnormalities could be detected, apart from an unusual 


amount of extension at the elbow. 

I am indebted to Mr. E. Cyril Dobie, senior honorary 
surgeon to the Chester Royal Infirmary, for permission to 
publish this case. 

W. Grirritx Love, 


M.B., Ch.B.Ed., 
Late Senior House-Surgeon, Chester Royal Infirmary. 


ACUTE PULMONARY OEDEMA: RECOVERY. 
Dvurinc the last few months several cases of acute 
pulmonary oedema have been reported, and therefore the 
following details of an instance of recovery following an 
attack seem worthy of record. 


A man, aged 60, was seen at the end of June, 1927, on account 
of an attack of follicular tonsillitis which responded rapidly to 
treatment. He did not feel ill “in himself,” and remained at 
work. During the night of July 12th I was called to see him. 
He was sitting in a chair very cyanosed, breathing rapidly and 
with great difficulty, and expectorating large quantities of blood- 
stained froth. His chest was full of moist rales and the heart 
sounds were very weak. His pulse was 140 and thready, The 
attack had come on about_a quarter of an hour previously, 
following sudden diarrhoea, He was given 1/100 grain of atropine 
sulphate and 1/60 grain of strychnine hypodermically at once, and 
propped up in bed with hot-water bottles to his feet. He 
improved and was then given hypodermic injections of 1/12 grain 
of heroin and 1 ba grain of atropine sulphate. In about half an 
hour his breathing became more comfortable and the frothy 
expectoration almost ceased ; he slept at intervals for the next 
twelve hours. He was kept under morphine for forty-eight hours, 
and by that time his chest was quite clear of rales and his pulse 
rate had fallen to 80. 


The attack in this case was probably brought on by 
distension of the stomach following a heavy meal just 
before bedtime. The patient’s cardio-vascular system and 
urine showed nothing abnormal. He was quite fit three 
weeks after the attack and has kept well ever since. 


B. S. Futter, M.D., M.R.C.P. 


Winchester. 


‘Currr sternum is a sufficiently rare condition to justify a 


1 Edinburgh Medical Journal, August, 1926. 
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Rebieivs. 
THE HEALTH OF THE NATION, 


Tae strategic front in the campaign for the common health 
is held in the centre, as is necessary and proper, by the 
medical profession. It has many brigades and numerous 
methods of warfare. At the moment the most needed and 
effective of these methods is the spreading of knowledge 
among the public on health matters; and a new weapon for 
this offensive will be found in a book entitled The Health 
of the Nation,' just published, by Dr. F. E. Fremantie, 
M.P. These military metaphors are not inappropriate in 
the case of an author who has seen so much service both 
in actual warfare and in the party strife of the House 
of Commons and the constituencies. These experiences, 
together with those of a county medical officer of health, 
have enabled Dr. Fremantle to take a wide view of the 
osition from some unaccustomed angles, and the result 
is a piece of work well worth doing, admirably done, and 
likely to be of real value to several classes of readers. 
Publications, whether books or articles, on health matters 
intended for non-medical readers are of various kinds. 
Many of them have a tendency to be mere chatter, mostly 
platitudinous or futile, and the chatterer, even if a 
member of the medical profession, often has no particular 
qualifications for speaking with any authority on the 
matters with which he deals. Such publications are, on the 
whole, a hindrance rather than a help in any campaign. 
Then there are a number of little books on personal 
hygiene intended mainly for use in the junior classes cf 
schools. These, however good in themselves, are largely 


-wasted efforts, for such instruction is much more effective 


when given orally and practically by a teacher than when 
gathered from any book or pamphlet, however simple 
and elementary. There are also admirable textbooks on 
domestic and public hygiene for use by senior pupils 
and in technical classes. These are founded on the basis 
of physics and chemistry, and are, in fact, textbooks of 
elementary applied science, leading up to those’ larger 


_ volumes which are necessary for all who intend to make 


sanitary science their life work. Dr. Fremantle’s book is 
none of these things. He approaches his subject not as a 
It is, as he 
tells us in an introductory note, an attempt to “ bring 
together in right proportion the main facts and factors 
in the health of the people and the general system of law, 
authority, and administration affecting each issue’; or 
as Mr. Nevirte the Minister of Health, 
describes it in his foreword, ‘‘ a useful and comprehensive 
review of the organization and purpose of our public 
health service.” 

The book begins with a very brief history of public 


-health organization in this country. There follow chapters 


dealing with statistics and problems of population and with 
the records of births, sickness, and death. Dr. Fremantle 
then considers what he calls the ‘‘ economics of health ”’ 
in the form of a profit and loss account, showing on the 


‘debtor side the loss due to absence or lessened efficiency 


owing to ill-health, the cost of care and treatment, the 
indirect loss from epidemics, and the maintenance cost of 
health services; and on the creditor side the profit from 


lives saved or prolonged. We may well doubt, with Mr. 


Neville Chamberlain, whether such financial calculations 
‘* provide a true value for things which in themselves are 
incapable of measurement,” but there is a certain ‘order 
of mind to which monetary considerations make the 
strongest appeal, and there is no reason why some attempt 


should not be made to impress such minds by estimates on 


the lines of those which Dr. Fremantle gives. The author 
passes on to some account of the constitution, powers, and 
duties of the several health authorities and officers, and 
the way in which these operate in regard to pure food and 
water, meat and milk, light and air, questions connected 


1The Health of the Nation. By F. E. Fremantle, M.P 
F.R.C.2.. F.R.C.S., D.P.H. With a foreword by the Rt. Hoe” 


Chambetain, M.P., Minister of Health. Lo : 
1927, (Post bvo, pp. xiv + 209, 8s. 6d. i. ~ jig : P. Allan and Co., Ltd. 


with maternity and infant welfare, school sanitation and 
medical services, the Poor Law, hospitals of different types, 
old age pensions and the various social insurances, including 
national health insurance. He then deals with the attack 
on certain special diseases, particularly infectious fevers, 
tuberculosis, cancer, venereal disease, and the effects of 
alcohol and the regulation of its sale. Some administrative 
and legal points connected with mental disorder and 
deficiency, and with industrial disease and welfare and the 
employment of various classes of persons, are touched upon, 
and there follows a description of the regulation of the 
medical, dental, nursing, and veterinary professions, and 
of the work and training of pharmacists, sanitary inspectors, 
and health visitors. The special conditions which prevail 
in Scotland under all these headings are set out, and a 
concluding chapter briefly deals with the Navy, Army, and 
Air Force Services, with the Indian and Colonial Services, 
with the work of the Ministry of Pensions as regards 
health, and with the health organization of the League of 
Nations. 

The comprehensive character of Dr. Fremantle’s survey 
is thus evident, yet it is made within moderate compass, 
perhaps too small. The method is to give the bare facts, 
frequently with statistics wherever this has seemed desir- 
able. The various problems that present themselves are 
never really discussed, and even expressions of opinion 
are not very frequent. This leads to conciseness, but lessens 
interest. The method was no doubt deliberately adopted 
in view of the main purpose for which the book was 
intended. The book is, indeed, so good for its purpose 
and so certain to require revision for future editions that 
it may be worth while to point out a few minor blemishes 
and to make a suggestion or two for the author’s considera- 
tion. The historical chapter is really too meagre. It 
should not be long, but the historical method of approach 
to any branch of civics is usually most effective and 
illuminating. One small illustration may be given Edwin 
Chadwick is mentioned. The dates of his birth and death 
are given, and the fact that he was a barrister. Beyond 
this we are told merely that he was the founder of our 
system of public health, and that Disraeli considered him 
‘* a monster in human shape.’’ This must be tantalizing to 
those who know no more of Chadwick, and his importance 
in the scheme of things clearly justifies Dr. Fremautie’s 
readers in asking for more than this. Very curiously, 
again, considering the author’s own close parliameniary 
association with the matter, the main paragraphs on tie 
registration of deaths appear to describe the old and iot 
the recently enacted methods, and more might have been 
said about stillbirths than the mere statement that their 
registration is now required. The description of ‘ addi- 
tional benefits ’’—especially those known as_ treatiment 
benefits—and their administration under the National 
Health Insurance Acts requires expansion, for these are 
becoming of great importance. Again, merely as an 
example of the kind of thing which might be done here and 
there in various chapters, if to such a paragraph as that 
dealing with the employment of children on page 143 there 
were added the general nature of the by-laws made by the 
best local authorities, thus indicating some of the dangers 
from which children were being protected, interest would 
certainly be increased. 

Lastly, one point of a different kind may be noted, 
Every now and then when health proposals or Acts are 
mentioned there is reference of a commendatory tendency 
to one political party, whereas in similar circumstances the 
other parties are ignored or are very occasionally alluded to 
in a depreciatory tone. This does not loom very large in 
the book, and if it is to be regarded as a superior and 
excellent piece of political propaganda, and is so recog- 
nized, no harm is done. These things are, however, harm- 
ful to a textbook, and if, as we hope, this volume may 
become a largely used textbook or handy reference book for 
students of civics, for members of Parliament, of town and 
county councils, of committees and associations interested 
in health and social welfare, and also perhaps for senior 
medical students and qualified practitioners, very small 
alterations will do all that is needed. In any case, the 
book can be strongly recommended to all these persons. 
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A TEXTBOOK OF UROLOGY. 

Dr. 0. S. Lowstey and Dr. T, J. Krrwiy are well known 
by genito-urinary surgeons on this side of the Atlantic 
for their pioneer work in regional anaesthesia and their 
numerous important contributions to urological literature. 
They have now crystallized their laboratory and hospital 
experiences of the last eighteen years in A Text-Book ‘of 
Urology.2, In writing it their chief difficulty has been to 
compress what they have to say within the covers of a 
single volume, so as to produce a work of dimensions 
suitable to the needs of students and practitioners. In 
order to economize space the historical survey of urology 
has been cut down to a single chapter and, instead of 
quoting the work and opinions of other authorities, a 
bibliography has been attached to the end of each section. 
The arrangement is that which is most usually employed: 
we have a preliminary chapter on history-taking, physical 
examination, cystoscopy and radiography, followed by 
sections dealing with the various diseases that may affect 
the genito-urinary organs grouped according to their 
anatomical relation. In a chapter on diseases of the 
testicles, epididymis, vasa deferentia, and seminal vesicles 
a considerable amount of space is devoted to the subject 
of operations for relief of sterility. Martin’s operation is 
described with the various modifications of his technique 
introduced by other surgeons. It is a pity, however, that 
no indication is given as to the prospects of success offered 
by these procedures, for there is little to be gained by 
studying details of technique if attempts to cure sterility 
by surgical methods are foredoomed to failure. In England 
the operation of epididymo-vasotomy has to all intents and 
purposes been abandoned, as no surgeon has yet been able 
to publish a successful instance of its employment. 

Dr. O. S. Lowsley’s researches on the embryology of 
the male urethra and the development of the prostate 
are widely known, and the chapters on the male urethra and 
the prostate are, therefore, of particular interest. The 
authors, although they are in the main partisans of perineal 
prostatectomy, are of the opinion that the urological 
surgeon should be prepared to adapt himself to the indi- 
vidual need of the patient and to carry out either perineal 
or suprapubic prostatectomy. Their preference for the 
perineal route is based on the fact that it causes less shock. 
Jn combating this shock, should it occur, they recommend 
the use of a gum-glucose solution, as suggested by the late 
Sir William Bayliss in his memorandum on the treatment of 
shock following war wounds. 

The bladder and its associated pathological conditions 
are dealt with in chapter xv. The description of the 
anatomy and embryology of the bladder is excellent, and 
so in the main is the account of its surgery. The criticism 
may, however, be made that the account of per-urethral 
methods of treating bladder growths is not so complete 
as it might be. Recent years have been productive of 
so many advances in the way of new forms of operating 
cystoscopes and new methods of applying diathermy that 
_ space might well have been given to this important 
subject. 

The illustrations have been well selected and have been 
derived from the researches and from the patients of the 
authors. Their work appears to have been done mainly 
at the Bellevue Hospital, and in the Department of 
Urology at the New York Hospital. The volume should 
be a useful addition to the library of any genito-urinary 
one or any general surgeon undertaking genito-urinary 
work, 


PHYSICO-CHEMICAL EQUILIBRIA IN THE 
ANIMAL BODY. 
We share with the author the difficulty of finding a brief 
title which will adequately convey the scope of the small 
but crowded volume, Factors Affecting the Distribution of 
Electrolytes, Water, and Gases in the Animal Body,* by 


*A Text-Book of Urology. By Oswald Swinney Lowsley, A.B., M.D 
FACS., and Thomas Joseph Kirwin, MA. MD,” 
elphia anc ndon ; a: an ebiger. | ore XVii 
233 figures, 13 plates. 10 dollars.) 
* Factors Affecting the Distribution ¢ Electrolytes, Water, and Gases 
sondon: J. B. Lippincott. 
10s. 6d. net.) 


in the Animal Body. By Donald D. 
i on Experimental Biology. 
Post 8vo, pp. vii + 62; 16 figures. 


Dr. D. D. Van Styxr. It forms the latest addition to the 
stimulating series of Monographs on Experimental Biology. 
The author’s subject might be described as the regulation 
of the acid-base neutrality of the organism, and such it is. 
Yet it is so very much more. The neutrality of the body 
is not to be measured in equivalents of acids and bases. 
It involves the whole intricate balance of electrolytes and 
colloids in thé serum, blood cells, and tissues, it casts the 
versatile haemoglobin in a dominant role, it takes account 
of permeability, and it demands a just appreciation of the 
activities of the respiratory apparatus and the kidney. 
** One thing leads to another,’’ and a change in the com- 
position of the alveolar air or in the acid-base equilibrium 
of the blood reverberates through the whole physical struc- 
ture of the animal, so that every physiological function 
seems to give back some echo of the disturbance. Here 
we find physical action and vital reaction reduced te 
quantitative definition in the language of physical 
chemistry with a compelling precision. The author writes: 

The resultant picture is not complete and, probably, never can 

be. Nevertheless,so many once inexplicable processes have been 
found to occur in accordance with the recognized laws of physics 
and chemistry and such an extent of correlation oe processes 
in the body has been observed, that one may hope by a casting 
of accounts at the present moment to add more order than con- 
fusion to physiological thought. 
The claim is modest. No geographers of the dark places 
of physiology have given us a more complete map of their 
territory than the nomograms which Professor L. Henderson 
has constructed from the data arduously collected in the 
laboratories of Dr. Van Slyke and others. They go far 
towards reducing to two dimensions the complex traffic in 
gases, water, and electrolytes which is the constant burden 
of the living organism. 

The story told by the author is fascinating, though 
a little too austere and concise. Students of biology not 
deeply versed in the precepts of physical chemistry would 
enjoy his book the more had he mitigated the severity of 
his argument with a greater expansiveness. One or two 
of the diagrams have been reproduced in a fashion which 
does credit neither to the investigations which they 
exemplify nor to the series of monographs to which this 
volume belongs. 


NERVES FOR THE LAYMAN. 

Prorrssor Fraser-Harris is the general editor of a series 
of excellent and popular health books, some of which have 
been reviewed in our columns. He has now written a book 
himself which is the twelfth of the series. He has attempted 
what is, we believe, one of the most difficult pieces of 
popular health instruction, for he has written on nerves. 
Nerves, Master-System of the Body,‘ is the title of his 
book, and in it he points out that whereas the layman has 
some knowledge of his muscles, for he can feel them, and 
of his skeleton for like reason, and of his digestion (and 
sometimes too much of that), hé knows very little of his 
brain and of his nerves, for these are hidden and impalp- 
able, and therefore mysterious. So the author has set him- 
self to tell the layman what this great system is, and how it 
is the true master of his body from the physiological point 
of view, and often from the psychological. He first gives 
a general sketch of the anatomy of the brain, spinal 
marrow, and the nerves; then proceeds to afford a general 
idea of how the nervous system works, how impressions enter 
through its parts, how they react in pain, and what pain 
is and to what it is due. His description of the nerve 
centre is particularly good, as is his exposition of reflex 
actions, which form so great a part of our activities; 
but there is a slip on page 107, where the pupillary light 
reflex is said to be “ the effect of light on the iris.” 
Finally, he discusses the physical bases of consciousness, 
and explains what are the effects of fatigue, what is the 
nature of sleep, of dreams, and of those waking dreams 
of hypnotism. 

The discussion of recent psychological theories of the 
unconscious mind and its effects will be really informing 
to the layman, somewhat—perhaps completely—bemused 


N Master-System of the Body. By David Fraser-Harris, M.D, 
B.Sc. Lond. The Modern Health Books. London: Faber and 
Gwyer (The Scientific Press). 1927. (Feap. 8vo, pp. 222; 14 figures. 
3s. 6d. net.) 
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NOTES ON BOOKS, 


with the gushings of the novel writer. The last two 
chapters are devoted to considerations of mental hygiene, 
to explaining what nervousness, irritability, and melan- 
cholia are, and the best way of maintaining neural health. 
He is a firm believer in the dominance of the first seven 
years of life, when the health of the nervous system is 
made or marred, for as the child is directed in these early 
years so will he incline for the rest of his life. 

Professor Fraser-Harris has undertaken a difficult task, 
but he has done it uncommonly well, and produced a book 
that is readable, informative, and balanced. 


MILITANT MEDICINE. 

Tue title Aesculapius Armaque,> which Major Rircuie of 
the Royal Army Medical Corps has chosen for his series 
of articles on military medical subjects, paredies the ‘“‘ arma 
virumque ”’ of our.schooldays, but is neither so euphonious 
nor so robust as the Virgilian original. Be that as it may, 
everyone who is interested in the author’s criticisms on war 
and the medical service, which have already appeared in 
the Journal of the Royal Army Medical Corps, will be glad 
to have them published in one handy volume, for the articles 
are full of excellent ideas, afford much food for thought, 
and are written in an incisive and distinctive style. 

There are a dozen articles in all. The first two are the 
longest and are, perhaps, the most interesting. Mars et 
Hygea, the heading of the first—we are thankful it was 
not Hygea Marsque—contains a series of paragraphs on 
the relationship of preventive medicine to the conduct of 
war. The author foreshadows a time when men with 
medical qualifications will study war-in all its branches 
at military schools, until the greater part of the duties 
and responsibilities of the administrative services will rest 
in the hands of the medical officer. The historian of the 
Trojan war described the medical officer as dvnp roddOv 
avragios Gidkwv. Thus do Homer and Major Ritchie think 
alike. ‘‘ Hygiene,’’ according to the author of Aesculapius 
Armaque, ‘‘ may become Q.”’ We cannot follow him so far. 
He refers to hygiene as having been nursed in penury, 
and implies that good sanitation in the field is largely a 
matter of carpentry, its appliances being constructed from 
the leavings of other services, such as empty ration boxes, 
oil drums, and petrol tins. This is all very true, field 
sanitation being essentially a matter of improvisation. But 
it scarcely amounts to the elaborate and complicated func- 
tions of a quartermaster-general’s branch. Other para- 
graphs of this chapter wander in an easy saunter through 
wide fields. They touch on evolution of armies, fashions 
in fighting “‘as variable as women’s clothes,” types of 
transport, the Geneva Convention which may ‘‘ peter out,”’ 
and skin affections, culling their flowers of diction where 
they may. Prophetic and somewhat gloomy visions of 
future warfare end in a well deserved eulogy of the work 
of the army medical service before the war. ‘‘ The founda- 
tions of its fame were carefully laid during the years of 
peace; its preparations were remarkably complete; it saw 
big and thought big; and it was perhaps the keenest 
branch of a keen pre-war army.” ‘“‘ Sententiae vagae,”’ 
the heading of the next article, would have been more 
appropriate for the -first, and scarcely indicates its 
character, for it is concerned mainly with army medical 
organization before, during, and after the war, and the 


‘various modifications induced by circumstances or suggested 


by a hypothetical future. 

The remaining articles refer to similar subjects, such as 
the efficiency value of a wider outlook for the medical and 
other services of the army, the pros and cons of chemical 
warfare, a vigorous policy in hygiene, bacteriology in the 
next war, and certain domestic matters affecting the Royal 
Army Medical Corps. They are all well worth reading if 
only for the enjoyment of Major Ritchie’s arresting style 
of writing. It is not too much to say that Aesculapius 
Armaque shines as a new constellation in the firmament 
of army medical literature, and brightens a type of writing 
that has seldom emitted sparks from its somewhat massive 
solidity. 

5 Aesculapius Armaque. By Major M. B. H. Ritchie, D.S, a .M. 
Bale, Sons and Danicleson, Ltd. 1927, 


NOTES ON BOOKS. 


‘A noraBLe service has been done by Dr. R. H. A. PLiMMeR 
in the production of his textbook on biochemistry.* Bio- 
chemistry has been generally somewhat hampered through a 
lack of books devoted expressly to the subject. The necessary 
literature for a vigorous pursuit of the study was too much 
scattered for easy access. Authors of textbooks were formerly 
too. reluctant to specialize. ‘The older school adhered to the 
view that chemistry could not be properly understood if the 
study were confined to a single branch of it. That view was 

roper when the whole range of chemistry was shorter, and it 
is still true that the foundation of chemistry is the same for 
all its branches. But as chemistry extended its boundaries its 
branches became more disconnected, and it is now almost 
impossible to deal with any one of them except as a unique 
subject. In this development there is, it is evident, a danger 
that the fundamental principles of chemistry may also be made 
sectional for different groups of students. Dr. Plimmer has 
deliberately avoided this danger, and has emphasized his 
action in the title he has chesen, which describes the volume 
as a textbook of organic chemistry directed to its biological 
aspects. It conjoins practical and theoretical treatment in 
a well connec arrangement, thus facilitating as well as 


. encouraging careful and thorough work. The present form of 


the book is a development from earlier editions, revised in 
accord with the dictates of experience. 


Yet another small manual comes fromthe indefatigable pen 
of Dame Mary Scwartres. It is written in conversational 


' style, but with the clarity which characterises all her books. 


It is entitled The Psychology of Childhood,’ but the preface 
states that it is not intended to be a treatise on the psychology 
of children, but as a popular guide for parents in their difficult 
and important task og reparing the children of the present day 
to be the parents of the future. The early pages are devoted 
to a consideration of the development of the senses of the 
infant, the links between mind and spirit, and the child’s 


| religion. Chapter IV deals with parental duties. After quoting 


the present birth rate the author says: ‘“‘ To whatever causes 
we attribute this enormous falling-off of citizens to our Empire, 
and whether we consider this condition an asset or a detriment, 
it is surely evident that the smaller number of children ought 
to be more carefully guarded and more wisely instructed if we 
are to have an adequate supply of healthy, well trained, and 
spiritually satisfactory citizens.” The remainder of the book, 
with the exception of the final chapter, is given to the con- 
sideration of the various groups of abnormal children. Dr. 
Scharlieb explains the accepted definitions of ‘‘ idiot,” ‘‘ imbe- 
‘‘ Mongolian,’”’ etc., and quotes figures showing the 
percentage proportion of each to the population. This is a very 
useful part of the book, and should clear away much misappre- 
hension on the subject. The last chapter deals with suggestion, 
discipline, and punishment, and should be helpful to all who 
have any dealings with children. 


Dr. T. M. DisHtneTon has written a little book which seems» 
to be his confession of faith in the system of medicine to 
which he adheres. It is cast in the form of a novel—The 
Patient’s Dilemma.* The novel is slight, the most of it a 
duologue between a doctor perplexed with the problems of 
sickness and one who is filled with a sublime confidence in 
the powers of the similimum. Assuming that the expressions 
put in the mouth of one of his characters are those the 
author holds, Dr. Dishington is a- whole hogger for the claims 
of homoeopathy. For the most part the argument is what we 
have heard before, the revelation of the similimum, and the 
defence of the infinitesimally small dose, whose power is now 
held to be proved since it is alleged that in such dilution 
the drug assumes a colloid form and therefore is the more 
assimilable and potent. Sometimes his argument runs away 
with him. The treatment of insanity by this system is under 
discussion, and on one page we read, ‘‘ A healthy boy receives 
a head injury ... becomes an uncontrolled fiend. . . . The 
surgeon, by merely restoring the internal plate of the skull 
to its proper alignment may cause a complete disappearance 
of every morbid mental process.’? On the opposite page we 
read, ‘“‘A person with a frail physique and a_ tubercular 
lung may have a clear brain, and the natural sweet disposition 
may have full expression, but if the lung-state has been 
healed by local means, the disease-force, not neutralized or 
cured, may expend itself on the brain and insanity be the 
ultimate end of the patient.” This is a strange doctrine. 

® Practical Organic and Biochemistry. By R. H. A. Plimmer, D.Sc 
New edition. London and New York: Longmans, Green and Co., L 
1926. (Roy. ved . X + 568; 67 figures, 1 plate. 21s. net.) 


u 
tThe Psycho Rs 44 Childhood: Normal and Abnormal. By Ma 
Scharlieb, D.B.E., M.D., M.S.Lond. London: Constable and Co., L 


1927. (Cr. 8vo, pp. xi + 194. 6s. net.) 
8 The Patient’s Dilemma, or Why not Homoeopathy? .By T. M. 
een” M.B., Ch.B.Glas. London and Gowans and Gray, 


(Fcap. 8vo, pp. 166. 2s. 6d. ne 
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IMPERIAL £0CIAL HYGIENE CONGRESS. 


Ire Barris 
JounnaL 


The cure of a local lesion of the brain brings sanity, bat the 
cure of a local lesion of the lung brings insanity! Considering 
the known frequency of healed tuberculous lesions of the lung 
jn the population generally most of us should be insane. The 
humorist says we are! It is not clear for what class of 
reader this little book is written; the layman would scarcely 
understand it, though he might be mystified; for the medical 
reader (and since the duclogue is between medical men it 
would appear to be for them) it is somewhat thin. 


IMPERIAL SOCIAL HYGIENE CONGRESS. 

An Imperial Social Hygiene Congress, organized by the 
British Social Hygiene Council, was held in London, under 
the presidency of the Right Hon. Major-General J. E. B. 
Srrty, during the first week of October. It was attended 
by delegates from Government departments, home and 
oversea, certain international bodies, such as the League 
of Nations Health Organization, six British and three 
Indian universities, about forty lotal authorities in Great 
Britain, and a large number of medical and educational 
societies and societies interested in social welfare. The 
British Medical Association. was represented by Dr. H. G. 
Dain, Dr. C. E. 8. Flemming, and Mr. Bishop Harman. 
The Congress did its work in six sections, which had 
for their subjects the medical, the educational, and the 
administrative aspects of social hygiene, and the problem 
of venereal disease in India, in the colonies, protectorates, 
and mandated territories, and among seamen. 

The Congress opened with a banquet at which Mr. Neville 
Chamberlain, Minister of Health, was the principal guest. 
Mr. CHAMBERLAIN, in proposing the toast of ‘‘ Health and 
Empire,’’ referred to two health projects which, centering 
in London, had much imperial significance. One of these 
was the London School of Hygiene and Tropical Medicine, 
which, when housed in its new building in Gower Street, 
would make London more than ever a world centre for the 
study and control of the scourges of the tropics. The other 
was the project, now at the point of realization, for a 
post-graduate school in London, thanks to an arrangement 
between a committee over which he himself had presided 
and the authorities of the West London Hospital. Such 
a school would afford far-reaching opportunities for medical 
men from all parts of the Empire. The toast of- ‘‘ Delegates 
and guests ’’ was in the hands of Mr. E. B. Turner, who 
referred with great gratification to the growth and the 
widening scope of what was originally the National 
Council for Combating Venereal Diseases. Among those 
who responded were Professor JapassoHn, president of 
the corresponding German organization, and Sir Fazr-1- 
Hussain, a member of the Indian delegation to the 
Assembly of the League of Nations, who emphasized the 
high qualifications of the men in control of public health 
in India. 

The Modern Treatment of Syphilis. 

The medical session, under the presidency of Mr. Davin 
Lrzs, produced two outstanding contributions. The first 
was by Colonel L. W. Harrison, who spoke on the modern 
treatment of syphilis and its results. He emphasized the 
importance of starting treatment before the serum reactions 
became positive. The minimum amount of treatment for 
& sero-negative primary case, in his experience at St. 
Thomas’s, was twenty injections, totalling 10 to 12 grams 
of ‘° 914,” with mercury or with bismuth, and for sero- 
positive primary and early secondary cases quite 50 per 
cent. more. The method of administering mercury or 
bismuth simultaneously with arsenobenzol had advantages 
over that of following a course of one by a course of the 
other, especially from the point of view of preventing 
neuro-recurrences. The coincidence of negative reactions 
in scrum and positive in cerebro-spinal fluid was so un- 
common, and the inconveniences attending lumbar puncture 
were so great, that routine examination of the fluid might 
safely be omitted in cases which ran a straightforward 
and satisfactory course from the serological point of view. 

The other paper was by Professor F. J. Brown, director 
of the obstetric unit, University College Hospital, who 
spoke on the management of cases of venereal disease in 
antenatal and post-natal clinics. He laid down « series 
of principles which he regarded as the minimum necessary 


for the proper diagnosis and treatment of venereal disease 
in pregnancy, and advocated compulsory notification’ of 
pregnancy at an early period, say the third or fourth 
month; only in that way could all cases of syphilis in 
pregnancy be discovered at a stage when effective treatment 
might be carried out. 


Administrative Aspects of Social Hygiene. 

The session dealing with the administrative aspects of 
social hygiene was presided over by Dr. T. F. Dewan, 
medical officer of the Scottish Board of Health, who said that 
in Scotland the incidence of venereal diseases was regarded 
as being still far too high, although there were indica- 
tions that syphilis at least was less common and formidable 
than it was ten years ago. The need for further legal 
powers was being considered in Scotland cautiously but 
earnestly. Dr. J. R. Kaye, medical officer of health for the 
West Riding, referred to the special administrative diffi- 
culties with regard to gonorrhoea, and especially in that 
large class of married women suffering from this disease 
with whom the authorities found it exceptionally difficult 
to get into touch. One solution might be to have clinics 
open for admission at any time of the day, and to provide 
special facilities at child welfare centres, so that the women 
could attend with due regard to their household duties 
and without fear of neighbours’ comments. There were 
other persons who were totally indifferent to treatment; 
for them probably the only incentive might be the visualiza- 
tion of museum specimens showing tho results of venereal 
diseases, as in the Hunterian collection. The following-up 
system in tho past had not been adequate, for 20 per cent. 
or more had relinquished treatment prematurely. Some 
means such as notification, and, if necessary, threatened 
publicity, was indicated in his opinion, particularly when 
the lapse might mean infection for others. 

Dr. T. Fercuson, venereal diseases officer at Darlington, 
read a paper on congenital syphilis as a problem in public 
health administration, and deplored the delay which was 
common before the infected child received treatment. For 
the administrator, he said, the two salient facts concerning 
syphilis in the pregnant woman were that active specific 
treatment of the mother during pregnancy could almost 
eliminate congenital syphilis, and that the earlier in preg- 
nancy the treatment was instituted the greater was the 
certainty of securing a healthy child. Kvery ante-natal 
examination should be made with the possibility of syphi- 
litic infection prominently in the mind of the examining 
physician, and when practicable a syphilographist should 
be in actual attendance at the ante-natal centre. Dr. 
Ferguson pleaded that a systematic campaign against. 
congenital syphilis should be a routine function of the 
public health department. 


Vencreal Disease in the Navy. 

Half a dozen papers were read on the welfare of seamen 
from this point of view, and Surgeon Capiain T. B. Saaw, 
R.N., communicated some observations on the incidence 
and prevention of venereal disease in the Navy. He pointed 
out the steady drop in incidence in the Navy up to 1915, 
and that now, once again, after a rise stimulated by the 
war, the figure was falling to pre-war level. The percen- 
tage rate of gonorrhoea was increasing. Fifty years ago 
gonorrhoeal infections accounted for about half the total, 
but 72 per cent. of the cases entered on the sick list for 
venereal diseases in 1824 were due to gonorrhoea or its 
sequelac. This was due largely to the fact that no specific 
treatment for gonorrhoea had as yet been evolved. Of 
the stations, China had the highest incidence of venereal 
disease, and the home station the lowest. He discussed 
means of prevention in the Navy, including education, local 
disinfection, early diagnosis and treatment, recreation and 
physical training, quarantine and restriction of leave. 

“A large proportion of the papers read at the Congress 
had to do with the state of affairs in India and other 
parts of the Empire, and on another page we refer to 
Sir Frederick Lugard’s contribution on the training of the 
African in medicine, which, if a little aside from the main 
theme of the congress, is interesting, especially in view of 
Sir Frederick’s long record as an administrator of British 
protectorates. 
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THE LONDON MOTOR SHOW. 


MORE POINTS FOR MEDICAL MEN,. 
By H. MASSAC BUIST. 

A rurtHER study of the motor-car designing, manufactur- 
ing, and marketing situation as it is revealed at the Exhibi- 
tion which closes at Olympia, Kensington, at 10 p.m. on 
Saturday evening next, October 22nd, reveals an average 
slight reduction in prices, although it had been given 
out at the end of last summer that these would tend to 
rise. Inasmuch as vehicles costing less than £150 have 
been available for over a season, a more practical point 
is that machines are being offered in a still wider variety 
of forms, many of which will appeal to the medical man. 


Nieut Service AND SOLUTIONS. 

Take the question of night driving. The dipping head- 
light device is employed to proportionately a greater 
extent for the sufficient reason that no ‘‘ dimmer ”’ scheme 
is really effective against dazzle, whereas the dipping head- 
light is a convenient compromise. It gives clear illumina- 
tion when that is practicable, yet it enables the considerate 
driver to ee oncoming traffic or pedestrians from being 
dazzled by his approach. Hence some of the largest as well 
as some of the smallest cars are fitted with dipping head- 
lights. Among those that are not, however—and these are 


* the majority of standardized products—nearly all have a 


dimming device of some sort. Although these have been 
developed in detail it cannot be recorded that any one 
solves the problem. Curiously enough, one of the likeliest 
solutions—namely, the momentary drawing of the bulb in 
and out of focus by Bowden wire control—has not been 
taken up by the industry. But the new Lucas scheme of 
tilting the reflect, and the bulb held in it, by pneumatic 
means is standardized by several car builders and is 
both convenient and effective, as is admirably illustrated 
in the standard equipment of the developed Hillman cars. 

A useful device for night driving is seen on some of the 
new six-cylinder engined Rover models. This takes the form 
of a light, controlled by a switch convenient to the 
driver’s hand, and set on the near side at shoulder height, 
at the extreme back of the body. Merely by touching this 
switch full illumination can be obtained instantly in a 
rearward direction. That is very convenient in maneuvring 
in a garage, and particularly in strange and circumscribed 
areas, as when backing in a patient’s carriage-drive. 

But one notices that for the most part illumination of the 
instrument board is either neglected or is done on an 
unsatisfactory system, as by having an ordinary top light. 
Why this should be so—seeing that in several American 
and in a minority of British and Continental examples 
the instruments on the board can be illuminated by diffused 
light, whereby only the face of each instrument shows up 
and there is no reflection in the driver’s eyes—is a mystery. 
The system most generally exploited on European and even 
on American constructions really illuminates the floor- 
board and, particularly, the change speed gear lever, which 
is quite unnecessary, since the light radiates from the face 
of most of the instruments. Nor does the diffused light 
scheme, which solves the problem, lead to extra expense. 
It is merely a matter of designing the facia-board to take 
it as a standardized fitting. It will be appreciated that 
when the face of an instrument only is lit up a clearer 
result is obtained for an equal volume of illumination. It 
is also important from the driver’s point of view that 
inside the car there should be no reflections of light to 
the prejudice of his clear vision of the road ahead and 
of the surroundings on either side. 

As regards car types, undoubtedly the vogue for covered 
coachwork will enjoy the greater patronage through the 
introduction of roofs that slide or are otherwise partly 
removable. They are even likely to have an effect on the 
demand for landaulette type bodies because the Jatter are 
apt to develop leakage, greater or less, with long use. But 
with some of the sliding, non-rattling roof schemes there 
is no such likelihood. Further, should any small part get 
damaged or worn, permitting a leak, it is very cheap 
and easy to make good. But experience so far does not 


indicate that in the best and most practical of these 
arrangements there is likelihood of any such wear or 
damage. 

SILENCING. 

Noise, which is one of the great problems of the age 
in all forms of human enterprise, has been receiving 
attention as regards engine exhaust. The chicf means 
exploited for achieving quieter car running is to employ 
lower geared back axles, which is rather a means of 
evasion than a solution. Unfortunately, in general the 
question of the noise of the exhaust has not been sufficiently 
investigated. It is to bé hoped that heed will be paid to 
the Home Secretary’s recent memorandum on this matter. 

Admittedly, silencing the exhaust presents quite a pretty 
problem. Thus, through the intake manifold from the 
carburettor the gas is drawn into the cylinders at a 
regular rate. But for every cubic foot that so enters 
about 5 cubic feet of gas will issue from them, by reason 
of the much higher temperature of the exhaust at the 
moment of its expulsion. Therefore its passage through 
the exhaust pipe has to be very much faster than the 
intake of the gas, which is, nevertheless, also very rapid. 
Moreover, the exhaust does not issue from the engine in 
an even flow, like the feed from the carburettor, but 
in a series of blasts. Theoretically the easiest way of 
solving the problem would be to reduce suddenly the tem- 
perature of these burnt gases and, therefore, to shrink 
their volume before they enter the silencer: But there is 
nothing in the current motor-car show at Kensington to 
suggest that that theory has been worked out in a prac- 
tical fashion and the result incorporated in standard car 
practice. All the cars shown have conventional exhaust 
boxes. More might be done, one would think, by employing 
at least a fishtail silencer terminal in the manner required 
by the Brooklands Automobile Racing Club’s regulations. 
Undoubtedly the improvement in regard to quiet on the 
track is quite remarkable since these rules came into force. 


Yet there one is dealing with a more difficult problem, for 


the engines are of a higher compression and run even 
faster than do those of the average touring car. We 
cannot, of course, add an indefinite number of baffle plates 
to silencers, because that would merely choke the issue of 
the exhaust from the engine. The burnt gases must have 
a free exit from the exhaust ports. But many standardized 
cars, particularly of the cheaper sorts, could be provided: 
with silencers each having two more baffle plates, and that 
without prejudice to the functioning of the power unit. 

As for noise from the gears, little progress has, on 
the whole, been made in this direction. What has beer 
attained is due, not to the employment of expensive 
methods of gear production such as Rolls-Royce, Bentley, 
or Daimler use, but merely to the tendency to use the 
central, or cheaper, American form of change speed gear. 
Manufacturers are not to blame for seeming to neglect this 
problem: its solution always involves high cost on one 
count or another. In cheap car construction, and even in 
regard to most full-scale chassis, it is not a selling point to 
have quieter gears, the fact being that ‘‘ bodies sell cars ” 
nowadays, at least in regard to 90 per cent. of such 
transactions. But the industry has the gear problem 
constantly in mind, and would act promptly if a cheap 
solution were offered. 


GLAZING AND ACCIDENTS. 

Apart altogether from the attainment of better visibility 
—rendered possible in no better degree than by all-steel 
coachwork, which gains adherents, and by the increasing 
employment of the one-panel windscreen, which is expected 
to come into far more general use twelve months hence— 
one finds, nevertheless, that in standard practice the various 
forms of safer glass are not widely used. The three-ply 
scheme is the best known in this country. On the 
‘‘ Safety ’’ Stutz, among other transatlantic cars, there is 
used a type of glass which appears to have fine piano 
wire drawn at intervals horizontally through it, and 
incorporated entirely within the sheet, so that one drives, 
as it were, with a windscreen scored for writing music om 
it. The objection to the former is that it does not show 
the view in full natural colours; to the latter, that a series 
of fine rods divides the roadscape. 
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As to glazing, no form of safety glass has yet been 
devised which is as transparent as ordinary glass, and 
flexible or unbreakable glass is still in the experimental 
stage. Therefore one notices in some coachwork construc- 
tions this year that the front panel, or windscreen, is made 
of ordinary glass, and that safety giass is used for the rest 
of the glazing. This is not a mere concession to the natural 
desire to behold scenery as it is; it is also based on the fact 
that, as regards full-scale cars at least, the experience of 
the repair shops of most of the big manufacturers reveals 
the head-on collision as the exception rather than the rule, 
most of the damage being done to the side or rear. There- 
fore, it is argued, it is not so important to have the wind- 
screen of safety glass as to have the windows made of it. 


Prominent NEw Car Types. 

The surprise created by the announcement that General 
Motors’ English factory, the Vauxhall Company, of Luton, 
had introduced a 20/60-h.p. six-cylinder engined car built 
on an output basis of 10,000 a year—and for which it is 
understood that the General Motors Corporation, which 
will market it overseas, has placed an order for 15,000—is 
followed this week by the announcement of a larger Morris 
model, in other words, the arrival of the inevitable six- 
cylinder engined Cowley built car. While this is some- 
thing in the nature of a bargain machine for the specialist, 
or for the medical man who has to make frequent long- 
distance journeys, nevertheless the average medical man 
will observe two things: first, that this is not a cheaper 
Morris car, and secondly, that it does not make the six- 
cylinder engine available for Morris cars of the 11.9 and 
14/28-h.p. types. Instead, it is a 17.7-h.p. machine of 
approximately the same engine volume as the new 17-h.p. 
Fiat, which comes in ‘“ the two litres’ and a _ bittock ” 
class. Therefore an even greater number of medical 
men will be interested in the lowering of the Morris 
prices in respect of the four-cylinder engined cars, which 
are shown also in improved condition, with four wheel 
braking on all types. An interesting example of the all- 
steel body, cellulose finished, is the 14/28-h.p. Morris- 
Oxford saloon in claret at £250. This model is well worth 
the extra money in spite of the remarkable value of the 
11.9-h.p. Cowley type, which is available as a four-door 
coachbuilt saloon at £185—a well ventilated vehicle with 
good visibility. Beige is the new coachwork colour intro- 
duced for these cars. It is illustrated effectively in the 
11.9-h.p. Morris-Cowley four-door four-seater, listed at 
£152 10s. with four wheel brakes. The tool accommodation 
has been improved. 

Perhaps the Standard Motor Company’s announcement 
of widest interest concerns its re-entry into the light car 
field with a 9-h.p. four-cylinder side-by-side valve engined 
machine, which is shown with a four-seat body, and also 
as a fabric saloon, Standard being a recruit to this system 
of covered body construction. The taxation rating of this 
vehicle is £9 a year, the side-by-side valve engine having 
1,154 c.em. cylinder volume. The chassis is listed, with 
tyres, tools, and spares, at £165. The four-door four- 
seater is catalogued at £190 complete, and the saloon on 
this same chassis at £215 complete. Unit construction is 
employed for the engine, clutch, and gearbox. The design 
may he studied in detail, because different parts of the 
assembly are shown separately. They are sturdy. The 
complete cars reveal that Standard adheres to its praise- 
worthy policy of providing roomy accommodation, giving 
in the ‘‘ Falmouth ”’ fabric saloon, as well as in the 
“Selby ’’ open four-seater, ample width and leg room for 
four tall adults. It is understood that at the end of the 
month a two-seat type, with a dickey, will be available, 
though it is hot shown. In regard to this firm’s other 
exhibits of six-cylinder engined types it is observable that 
they are now available, at choice, with a gearbox giving 
four speeds forward, among other variations from the 
earlier models. The ‘‘ Folkestone ”’ six-light fabric saloon 


‘on the re-rated six-cylinder engined 18/42-h.p. four-speed 


model has two additional lights, and a front seat adjust- 
able as to both leg reach and angle of back rest. The 
exterior is pleasing in outline, having a well rounded roof 
and rear corners; there is a single panel windscreen hinged 
at the top and having a central adjustment within reach 


of the occupants of either of the front seats. The bonnet 
is finished with cellulose. The price is £440 complete. 
Corresponding coachwork on a three-speed chassis is. listed 
at £395 complete. ‘ 
The extraordinary progress made in motor manufacturing 
is well illustrated in the 12/24-h.p. all-steel Citroén four- 
door saloon de luxe with rounded back and curved window 
frames, separately adjustable front seats, and triple 


cellulose finish, at £225; the chassis embodies sundry 


refinements such as oil and air purifiers, a very neat 
steering wheel, control for the lamps and horn, an electric 
starter button on the facia-board, and so on. The point 
of this development is that here we find a big scale manu- 
facturer making no attempt to offer the lowest priced car 
on the market by process of economizing this way and that. 
Instead, the product has been improved certainly out of 
recognition if we measure progress in this case during 
so brief a period as twenty months only. Mechanically, 
the design is vastly better; artistically, the complete car 
suggests that its cost must be at least £100 more even 
when put in competition with American prices, and as 
regards accommodation this is now ample. 

How many people are aware that about 12,000 parts go 
to the making of one of these chassis, which are among 
the simpler on the market? From now on every part in 
this chassis is displayed separately, without fee, at Devon- 
shire House, where alike the mechanically minded and 
those who know nothing of such matters may learn ‘‘ the 
anatomy of the motor car.’’ In this case the average price 
of a car part from cylinder casting to a split pin is about 
fourpence. Here the visitor may see even the components 
of electrical accessories, including engine starting and car 
lighting equipment, the various processes of building all- 
steel bodies, the different stages of cellulose finishing, all 
the components of the upholstery scheme, and the extra- 
ordinary number of parts which it is possible in big scale 
production programmes to make strong, light, and simple 
by pressing processes. 

An idea of the variety of the new style of cars offered by 
established manufacturers may be indicated in tabular 
form, thus: 


Maker. = | & E Body Type. 
No.| Vol. < 
¢.cm. £ £ 

Alvis Br. 1,926 [14/75/15 | 595| Open 5-seat. 
Armstrong- Br. 6; 1,919 | 15 | 15] Saloon 5-seat. 

Siddeley 
Arrol-Aster Br. -6 | 3,048 | 21/60; 21} 795/| Saloon 5seat. 
Austin Br. 6} 2,244 16 | 16] 395/ Saloon £-seat. 
Bean Br. 4] 2,297 |14/40| 14 395! Saloon 5-seat. 
Bentley ... Fr. 4} 4,398 [24.8 | 25 | 1,295 | Open 4seat. 
Berliet Fr. 1,811 15 | 465/| Baloon 4/5seat. 
Clyno Br. 4 1 9 9] 160/ Saloon 4-seat. 
Clyno Br. 1,593 250/| Saloon 4-seaf. 
Daimler ... Br. 12} 3,744 | 32 | 1,970| Complete saloon. 
Darraca ae Fr. 6; 1,999 166/17 615 | Saloon 5-seat. 
Delage... Fr. 6| 2,170 | 15.7/ 16 | 625) Saloon 5-seat. 
Dodge... U.S.A 6| 3,666 | — | 25} 565/ Saloon 5-seat. 
Fiat t 6 | 2,244 17 | 475 | Saloon 5-seat. 
Hillman ... 4! 1954 | 14 | 325) Saloon 5-seat. 
Horch... Gy. 8 | 3,132 | 21/60) 21 | 750) Saloon 7-seat. 
LaSalle .. U.S.A 8} 4,967 — |3 995 | Saloon 5-seat. 
Lea-Francis r 6 | 1,696 | 14/40; 14 625 Saloon 5-seat. 
Marmon .. U.S.A 8} 3,110 | 24.2 | 2 650 | Saloon 5-seat. 
Mercédeés Gy 6 | 6,246 |33/140) 33 | 2,150 | Saloon 5-seat. 
Morris. Br 6 17.7|;—} — _| we 
Peerless . | U.S.A 6 | 3,258 | 25/62! 26 | 475) Saloon 5seat. 
Peugeot ... Fr. 1,991 | 15.7 | 16} 385 Saloon 5-seat. 
Renault .... ~ Fr. 6| 1,427 | 12.5 | 13 299 Saloon 5-seat. 
Riley .. ..| Br. | 4] 1687 9 | 10} 285 Saloon 4-seat. 
Rover _... he. 6} 2,023 — | 16) 425. Saloon 5-seat. 
Standard ... Br. 4/ 1,154 9 9| 215 Saloon 4-seat. 

s-Knight... | U.S. , Saloon 7-sea 

Br. a t37 | 7.9 8 | Saloon 4-seat. 
Vauxhall... —... Br. 6 | 2,762 | 20/60) 20 Saloon 5-seat. 
Wolseley... Br. 4| 1,533 | 12/32, 12) 315 Saloon 5-seat. 
Wolseley ... Br. 8} 2,814 — 21; 750 Saloon 5-seat. 


ification of the new 6-cylinder engined Morris had not been 
| the tine this article went to press ; the cost of the chassis is 
£251; of the 5-seat tourer £320; of the 5-seat saloon £350. Some 
manufacturers do not give their cars any h.p. ratings. 


Owing to changes of price and equipment details at the 
last moment, in some cases it is impossible to ensure that 
every particular set down holds at the time of publication. 
But every care has been taken to achiere accuracy. 
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TREATMENT OF PERNICIOUS ANAEMIA. 


ARSENIC as a therapeutic agent has undergone many 
vicissitudes since Hippocratic days. Its reputation 
became slightly sinister when La Spara sold it to the 
young matrons of Rome as a cure for their matrimonial 
troubles, and it fell into complete disgrace when its 
oison became widespread in other 
circumstances. Nevertheless it has survived these 
abuses, and in pernicious anaemia it has been 
recognized as the one drug which has some benign 
influence on the course of the disease. Professor 
Gulland, opening the discussion in the Section of 
Medicine at Edinburgh on the pathology and treat- 
ment of pernicious anaemia, of which a report appears 
at page 669, goes so far as to assert that in this 
disease arsenic is still our standby. Its action, how- 
ever, is uncertain; it is too often transient and ineffec- 
tive, and so it is not surprising that other methods of 
treatment have been tried from time to time, though 
until recently without much definite success. 

Many of these therapeutic procedures owe their 
origin to the commonly accepted doctrine of the patho- 
genesis of the disease, which declares the primary 
fault to be a toxaemia resulting in an excessive haemo- 
lysis; some of them have involved dietetic measures 
with a view to lessening abnormal bacterial activity 
in the alimentary canal. Attempts have also been 
made to stimulate the activity of the bone marrow 
by some form of general forced feeding, or by including 
in the diet some special substance, such as marrow, 
which might ‘act specifically on the haemopoietic 
function. Additional interest was given to these 
efforts by the experimental work of Robscheit-Robbins 
and Whipple,' who showed that the administration of 
beef liver to dogs with severe experimental anaemia 
markedly increased the rate of blood regeneration. No 
very striking clinical results were evident until Minot 
and Murphy? of Boston published their first paper on 
‘* The treatment of pernicious anaemia by a special 
diet ’’ in 1926. The essential part of their procedure 
was the inclusion in the daily diet of 120 to 240 grams 
of cooked liver, and the results which they have 
obtained in a series of 125 cases observed over a 
period of one to three years will be found in Dr. 
Minot’s paper printed at page 674. Briefly, their 
experience is that in practically every case where the 
liver is satisfactorily ingested the red cells and the 
haemoglobin regenerate rapidly, the patients recover 
their health, and no relapses occur while the diet is 
being taken. In a smaller series of cases examined in 
greater detail it was shown that the blood picture 
returns to normal under this treatment, and, in parti- 
cular, that the curve of the diameter of the red cells 
is no longer of the abnormal type shown by Price- 
Jones to be characteristic of pernicious anaemia. 
These observations, especially when taken in con- 
junction with Peabody’s investigations on the bone 
marrow, suggest at first sight that the diet has some 
direct action on blood formation; they will therefore 
be very closely scrutinized by those whose investiga- 


tions have led them to discard faulty blood formation 
as the primary lesion. Nevertheless, there hag 
been a considerable amount of confirmation by other 
workers, and there appears to be agreement that liver 
diet is frequently accompanied by most beneficial 
effects; there is already a gradually increasing number 
of patients in this country who have made a v 
gratifying response to the treatment without relapse, 
In these, as well as in Minot’s cases, time alone will 
show how permanent the effect is. In this country 
the scattered results, which are all that are as yet 
available, do not seem to be quite so uniformly good 
as those of the Boston series; for one thing, there is 
apparently greater difficulty in getting the patients to 
take the rather unpleasantly large quantities of liver, 
and in some cases there has so far been definite failure 
to respond even to adequate diets. These difficulties 
may be overcome with more experience; we ars 
admittedly a long way behind our American cousins 
in the art of preparing special diets in a palatable form, 
and when the deficiency is recognized it may be 
speedily remedied. Attention was drawn to the possi- 
bility of combining fresh calf-liver with anchovy paste 
in sandwiches (Epitome, October 1st, para. 291), and 
in the issue of the Journal of the American Medical 
Association for September 17th, under the intriguing 
title of ‘‘ A liver cocktail,’’ there appears a recipe 
which includes tomato catchup, lemon juice, Worcester 
sauce, and chives. It is mentioned, however, that 
time must be allowed each patient to ‘‘ develop 
taste ’’ before large amounts are added. It may also 
be possible before long to replace whole liver by an 
extract, since Cohn® has already succeeded in isolating 
a non-protein fraction which has given comparable 
therapeutic results, as was stated more at length in 
a leading article published a fortnight ago (October 1st, 
p. 603). It is, however, not necessarily fair to expect 
all cases to respond to one form.of treatment, though 
Minot and Murphy suggest that if a patient does not 
react to liver diet the case is not one of pernicious 
anaemia. Looking at the matter from this angle, it 
may be that pernicious anaemia has yet to be sub 
divided into several groups of different etiology; we 
already know that the typical pernicious blood picture 
is seen in sprue, bothriocephalus infection, and in 
obstruction of the small intestine, and there may well 
be other groups, some of which respond to liver diet 
while others do not. 

Although Minot’s investigations provide us with the 
most outstanding results in the treatment of pernicious 
anaemia to-day, there are others which possibly merit 
a place in practical therapeutics, and which may serve 
as a signpost when the time comes to consider what 
bearing the therapeutic results have on our views a 
to etiology. In some investigations of the toxicity of 
certain blood serums for plants Macht* found that 
the serum of patients with pernicious anaemia was 
peculiarly toxic for certain seedlings. Ho subse 
quently discovered that irradiation with ultra-violet 
light detoxified the serum, enabling the seedlings to 
grow as well in it as in normal serum; moreover, this 
effect was intensified by sensitization with various 
dyes. Practical application of this work showed that 
the treatment of patients with pernicious anaemia by 
ultra-violet light, particularly when combined with the 
administration of eosin, was attended by promising 
clinical results. The serum of these treated paticnts 
showed very definite improvement as judged by the 
phytopharmacologic test; the serum of patients trea 


1 Robscheit-Robbins and Whipple, Amer. Journ. Ph 8., xxii, 408. 
Minot and Murphy: Journ. jp Med, Assoc., 470, 1926. 


8. J. Cohn and others: Journ. Biol. Chem., July, 1927. 
4D. Macht: Journ. Amer. Med, Assoc., 1xxxix, 755, 1927. 
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with liver diet alone sometimes showed a similar 
response, but in other cases a marked toxicity persisted 
in spite of the diet. 

The intelligent use of any new therapeutic agent 
must naturally bring with it a consideration of its 
bearing on the etiology of the disease, and these new 
methods of treatment of pernicious anaemia un- 
doubtedly open up fresh ground for debate and new 
paths for experiment. At first sight they may seem 
to be opposed to the older views. When this is the 
case we must proceed with caution, remembering 
Professor van den Bergh’s warning that facts already 
established remain; new facts must be correlated with 
the old, they cannot replace them. Here, however, 
we need only call attention to the much more hopeful 
outlook new of the treatment of a disease which 
has hitherto marched sometimes quickly, sometimes 
with halting steps, but almost always inevitably to 
a fatal end. 


THE TREATMENT OF FRACTURES. 

Ar the last annual session of the American Medical 
Association, held in Washington, the chairman of the 
Section of Orthopaedic Surgery, Dr. John Prentiss 
Lord of Omaha, chose for his subject the advancement 
of orthopaedic surgery.'' After giving a short sketch 
of the history of orthopaedic surgery he went on to 
raise and discuss the interesting question of the treat- 
ment by general surgeons and practitioners of fractures 
and some other injuries, and he pleaded with much 
force for the specialization of this branch of practice 
in the hands of orthopaedic surgeons. 

The interest of Dr. Prentiss Lord’s address is much 
enhanced by quotations from replies to a questionary 
which was addressed to various surgeons throughout 
the United States concerning the status of ortho- 
paedics in the leading universities. The writers of 
these replies are all, or nearly all, engaged in the 
teaching of surgery as a whole, and not specialists. 
Their evidence is therefore not to be suspected of any 
bias in favour of specialism. It would appear from 
these quotations that there is a widespread tendency 
in America to associate orthopaedic specialists with 
general surgeons in the treatment of fractures by some 
such scheme as that known as the Fracture Service at 
the Massachusetts General Hospital in Boston, which 
was described in the book on fractures by Dr. Wilson 
of Harvard and Mr. Cochrane of Edinburgh,? while at 
the Mayo Clinic, according to Dr. M. 8. Henderson, 
“the orthopaedic service . . . handles all the frac- 
tures both recent and old, and all the joint conditions 
both acute and chronic.’’ 

This question was debated at length at a joint 
meeting of the Sections of Orthopaedics and of Surgery 
during the Annual Meeting of the British Medical 
Association at Bath two years ago, when even such a 
deprecator of specialism as Mr. Gask said that he 
would welcome the foundation of a special hospital in 
London for the treatment of fractures under the care 
of specialists, a hospital in which the best methods 
could be shown and from which light would spread. 


. Since that time nothing—so far as our knowledge goes 


—has been done to reach the consummation which 
was acknowledged at Bath as so devoutly to be wished, 
although with the steadily increasing stream of 
motoring accidents it each year becomes more desir- 
able. It may not be a good time for the foundation 
of another hospital in London, but a beginning could 


Factors in the Advancement of Orthopaedic Surgery, Journ. Amer. 


\ ed. Assoc., vol. 89, No. 9, p. 
BRitisH MEDICAL JOURNAL, 1925, vol. i, p. 928. 


surely be made by setting aside wards in an already 


existing hospital for the treatment of recent fractures 


and the prevention of deformities resulting from 
imperfect treatment. Such a hospital, or such wards, 
would set a standard for all surgeons to aspire to 
emulate, and would prove of incalculable benefit to 
the community at large by reducing the amount of 
suffering and disability caused by fractures. 

One of the stock arguments used by the opponents 
of specialization is the fear that by transferring any 
department of surgery from the general surgeon to the 
specialist the student might become indifferent to the 
specialty and cease to receive instruction in it. This 
might possibly be true of some special departments 
already existing, but it is, in our judgement, a baseless 
fear as regards the treatment of fractures. The plain 
fact is that, as things are at present in London, the 
student gets little instruction in the treatment of 
fractures of the upper extremity and no experience 
in the treatment of the much more important fractures 
of the lower extremity, for the simple reason that such 
cases are not usually admitted to the wards of the 
great teaching hospitals. The demand for beds in 
these institutions is so urgent that acute diseases and 
conditions affecting the cavities of the body have 
preference ; and abdominal sections, which can be sent 
to convalescent institutions or to their own homes 
a fortnight after operation, occupy the beds instead 
of fracture cases, which would probably on the average 
require at least six wecks’ treatment. 


LORD IVEAGH AND THE LISTER INSTITUTE. 
Tue memory of Lerd Iveagh, the head of the Guinness 
family, who died on Octeber 7th in his eightieth year, 
well deserves to be cherished by the medical profession, 
especially those who are interested (and who is not?) in 
the prevention of disease through the study of pathology. 
The greatest proof of his own interest in this department 
of theoretical and applied science was the gift by which 
he put the Lister Institute in a sound financial position. 
Sir Charles J. Martin, the director of the Institute, has 
been good enough to write the story for our readers in the 
following words. ‘‘ Lord Iveagh,’’ he says, “‘ was in the 
habit of sharing a good deal of his wealth with his fellow 
men. In doing this he exercised discrimination, and con- 
tinued to interest himself in the administration of his 
various benefactions. All of them were directed to the 
betterment of our social organism, and particularly to the 
improvement of the conditions under which the poorer 
members of the community have to live. Lord Iveagh also 
made large donations to Trinity College, Dublin, and to 
the hospitals in that city and elsewhere, but it is as the 
largest individual contributor of our generation to the 
endowment of medical discovery in the British Isles that 
he is distinguished. In 1898 he gave £250,000 to the Lister 
Institute of Preventive Medicine, then the Jenner Insti- 
tute, and about ten years later he, in conjunction with the 
late Sir Ernest Cassel, provided the funds for the erection, 
equipment, and endowment of the Radium Institute in 
Rider Street for the prosecution of research into the possi- 
bilities of radium as a therapeutic agent, and for the 
treatment of patients whose means did not permit of their 
receiving the benefits of radium treatment without financial 
assistance. From a conversation I had with Lord Iveagh 
many years ago I gathered that the idea of endowing 
medical research occurred to him originally owing to the 
circumstance that a labourer upon his estate was bitten by 
a rabid dog. Lord Iveagh was informed of the accident, 
and directed that everything possible was to be done for the 
unfortunate man, but was surprised to learn that the 
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prophylactic treatment for hydrophcbia could only be 
secured by sending the patient to Paris. This was 
done, and no further ili results ensued; but the 
novelty of the treatment and tho absence of facilities 
in England for the prosecution of researches such as 
had led to Pasteur’s fruitful discovery made a deep 
impression on his mind. In 1898 Lord Iveagh visited the 
Pasteur Institute, and the project of endowing a similar 
institute in London began to take shape. He consulted 
Dr. Thorne Thorne, the principal medical officer of the 
Local Government Board, who pointed out that there was 
an institution with the objects he had in view—the Jenner 
Institute. It had recently erected a good building on the 
Chelsea Embankment, but was so short of funds that its 
activities were severely limited. Dr. Thorne suggested that 
it might be wiser to help the Jenner Institute than to 
found another separate institution. Lord Iveagh visited the 
Jenner Institute, and subsequently interviewed its chair- 
man, Lord Lister, and Sir Henry Roscoe, its treasurer. At 
the interview Lord Iveagh was accompanied by his private 
secretary, Mr. J. Luard Pattisson,; who afterwards became 
the honorary treasurer of the Institute and was for many 
years one of its best friends. They made searching 
inquiries concerning the ideals, administration, and finan- 
cial position of the Institute. Some years afterwards Lord 
Lister described this. interview to me as a very critical 
examination, and was quite sure he had failed to satisfy 
the examiners. However, before many months were past 
Lord Lister, to his surprise and gratification, received 
an intimation from Lord Iveagh that he desired to endow 
the Institute to the extent of £250,000, subject to certain 
alterations in its constitution and government. The Lister 
Institute is doubly indehted to Pasteur’s discovery of the 
treatment of hydrophobia. It owes its inception to a 
meeting at the Mansion House in 1889 to present M. 
Pasteur with a grateful acknowledgement of his gratuitous 
kindness to 200 British patients bitten by rabid animals, 
and its chief endowment to the impression made upon a 
receptive mind of the possible benefits to mankind of 
researches such as those which led to the successful 
combating of this dreaded disease.” 


MEDICAL SERVICE IN MANDATED AFRICA. 
Sir Freperick Lvuearp, formerly Governor-General of 


- Nigeria, who was one of the sectional presidents at the 


Imperial Social Hygiene Congress held in London last week, 
made some interesting remarks on, medical problems in 
those large areas of Africa which are now under British 
administration. He said that while the British Govern- 
ment had declared that it regarded itself as exercising a 
trust on behalf of the African population, it was diffi- 
cult, if not impossible, to get the medical staff required. 
He quoted Mr. Ormsby-Gore, Parliamentary Secretary for 
the Colonies, as reporting, after his missions to East and 
West Africa, that he had found a district in which there 
was a single medical officer in charge of three-quarters of 
a million natives. Even before the war, when Britain had 
not assumed the great added responsibility of the mandated 
territories, it was not easy to obtain the medical staff 
required, and the matter was so important that it was 
worth very earnest attention. But Sir Frederick Lugard 
went on to speak of another deficiency which was graver, 
and which ought to be more easily remediable—namely, the 
lack of a trained African staff. In his view there ought 
to be a steady supply of Africans trained in four cate- 
gories: (1) hospital attendants, (2) sanitary inspectors and 
dispensers, (3) subordinate medical officers, and (4) fully 
qualified medical officers. These needs could only be met, 
he said, by popularizing the profession of medicine among 
those attending the secondary schools, and by assuring 
appointments to those who qualified for either of the last 
two grades. He was afraid there was no hope at present 


of secing trained Africans serving as private practitioners 
in rural districts, for the barrister’s profession was more 
congenial and much more lucrative. But until the cducated 
African could rise to the conception of public service it wag 
premature for him to talk of self-government. Speaking 
as a member for the British Empire of the Permanent 
Mandates Commission of the League of Nations, Sir 
Frederick Lugard said that two schemes of medical servieg 
had attracted his attention in that Commission, and possibly 
medical officers abroad might regard them as worthy of 
consideration. The first was the medical patrol adopted by 
Australia in its mandated territory of New Guinea. This 
patrol toured slowly from village to village, equipped with 
a van containing all the necessary apparatus and drugs, 
The other was a system adopted by Belgium in its man 
dated territory of Ruanda, whereby a few selected natives 
were trained up to a standard approaching professional 
skill in the treatment of a very limited number of prevalent 
diseases. These men were then sent for a year’s work 
among the rural population, after which they returned for 
a renewed training at headquarters. As vaccinators, and 
in the treatment of venereal diseases and of hookworm, 
as well as in propaganda with regard to preventive 
measures against insect-borne diseases, such men, said 
Sir Frederick Lugard, might do much good, and _ the 
information which they brought back was likely also to be 
of service. The conference of governors of British depen 
dencies, which took place in London last May, expressed 
the view that ‘no activity of government is more likely 
to win the confidence of the natives than successful medical 
work ’’; confidence could better be won by providing an 
adequate professional and subordinate staff which under. 
stood the native and could speak his language, which was 
constantly touring the villages, and was not liable to 
frequent change, than by building fine hospitals which 
were shunned by the natives, and which could not b 
staffed except by depleting the district of its doctors. 


CONGENITAL STEATORRHOEA. 
Concenitat steatorrhoea, in which the faeces contain oil 
that solidifies on cooling, was first described in 1913 by Sir 
Archibald Garrod and Dr. W. H. Hurtley.1. The condition 
is very rare, and it was not until 1920 that a second case 
was placed on record by Drs. R. Miller and H. Perkins? 
A third case has now been detected by Drs. A. Soecknick 
and F. Thoenes,? who describe the condition as familial 
insufficiency of the pancreas based upon a constitutional 
anomaly; they definitely relate it to the congenital steator 
rhoea of Garrod and Hurtley. A brief note on this third 
case had been previously .published by Thoenes.* The 
patient, a boy, was 17 months old on admission to hospital; 
an elder brother (who was mentally deficient) and a sister 
had similar fatty stools. The mother had noticed the 
peculiar odour of the faeces and their fatty content when 
the child was aged 13 months. Investigation showed that 
there was optimum utilization of the carbohydrates, with 
much fat wastage, and a negative nitrogen balance, owing 
to loss of this element in the stools. The fat excess was 
restrained and the nitrogen balance restored by the 
administration of ‘‘ pankreon.”” There was also in this 
case creatorrhoea—passage of meat fibres in the stools— 
when a meat diet was employed. Although Soecknick and 
Thoenes definitely associate their case with those previously 
recorded, there are some differences, for in the two earlier 
instances no evidence was obtained of failure of trypti 
digestion, although Garrod and Hurtley suggested pancreati¢ 
insufficiency as a probable factor. In this third case th 
parents were first cousins, and Garrod and Hurtley# 


1 Quarterly Journal of Medicine, vol. vi, p. 242. 

2 Ibid., vol. xiv, p. 
8 Jahrbuch fiir Kinderheilkunde, Bd. cxv, 1927, p. 315. j 
4 Monatsschrift fiir Kinderheilkunde, Bd, xxxiv, 1925, p. 398. 
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patient, a boy, was also the offspring of a marriage of 
first cousins; his younger brother, who had been similarly 
affected, had died from measles at the age of 18 months, 
but threo other children in this family were normal. The 
parents of Miller and Perkins’s patient were not related. 
No post-mortem examination was held in any of these cases, 
but it may be noted that Passini described in 1919 the case 
of two children in a family who died at tho ages of 
§ months and 2 months. During life the impairment in 
fat utilization was conspicuous, and the necropsy revealed 
atrophy of the islands of Langerhans, with cystic degenera- 
tion of the shrunken pancreas. Passini’s cases show that 
gross changes in the pancreas can occur at a very early age; 
but without an adequate clinical investigation it was not 
possible to decide whether they were examples of con- 
genital steatorrhoea, The occurrence of several cases in a 
family with normal but consanguineous parents tends to 
confirm the view that it is a Mendelian recessive condition. 


LEAD PAINT FOR BUILDINGS. 
Ix 1911 the Home Office appointed two departmental 
committees to investigate the incidence of lead poisoning 
among persons employed in painting buildings and vehicles. 
Both committees recommended that the use of lead com- 
pounds should, with certain minor exceptions, be prohibited 
for all work. In 1921 it was agreed at Geneva that white 
lead and lead sulphate and their products, with certain 
exceptions, should be prohibited, but in the internal paint- 
ing of buildings only. In the meantime controversy had 
arisen on tlie recommendations of the two departmental 
committees, and the Home Office, in 121, had appointed 
another committee, which declared itself against the depart- 
mental committees and in favour of the Geneva convention. 
In the end the Gcvernment decided that regulations should 
be tried in preference to any prohibition. The Lead Paint 
(Protection Against Poisoning) Act was passed in 1926. 
It empowered the Secretary of State to make regulations 
preventing danger from lead paint in connexion with 
the painting of buildings, including fixtures. The Lead 
Paint Regulations, 1927, made under the Act, came 
into operation on January 1st. Among their chief pro- 
visions are: (1) that, unless for stopping or filling, lead 
may not be used for the painting of buildings except in the 
form of paste or paint ready for use; (2) that the lead 
spray may not be used inside buildings; (3) that no lead- 
painted surface other than iron or steel work may be 
rubbed down or scraped by a dry process, and that no 
lead-painted iron or steel work may be rubbed down or 
scraped by a dry sandpapering process; (4) that there shall 
be provided for the use of employees sufficient washing 
facilities; and (5) that arrangements shall be made to 
prevent clothing taken off during working hours from being 
soiled by lead paint. Provision is made further for the 
periodical medical examination of all employees if the 
incidence of lead poisoning is excessive. Employees are 
required to wear overalls, to protect their ordinary clothing 
from lead paint; to use the washing facilities provided ; 
and to appear for medical examination when required. 
The Act excludes women and young persons from the work, 
with some exceptions. An instructive commentary on the 
regulations is supplied in a recent Home Office report by 
Sir W. W. Mackenzie. The dust set free by the dry 
process of rubbing down old paint with a view to repainting 
has been one of the chief sources of lead poisoning in the 
past. This process is now required to be done in the wet, 
and a waterproof sandpaper is available. Iron and steel 
Work may still be prepared for repainting by the dry 
method. The chipping hammer employed liberates cakes 
or lumps, not dust ; and the wire brush, also employed, has 
not yet been proved to have caused lead poisoning. The 
Provision, which figured in the draft ccde, that five minutes 
should be allowed to each person for washing before each 


meal time and before leaving work, has been deleted in 
the regulations as issued, and is left to be dealt with by 
mutual agreement between employer and employed. The 
Lead Paint (Protection Against Poisoning) Act may be 
criticized by some on the ground that it falls short of 
prohibition. It may, on the other hand, be justly claimed 
that it strikes at the principal sources of danger in the 
painting of buildings, the process with which it deals. In 
any case, it is to be regarded as experimental. If it fails 
the Government is prepared to bring in prohibition. 


BRITISH INSTITUTE OF RADIOLOGY. 

Tue negotiations for the amalgamation of the Réntgen 
Society and the British Institute of Radiology, which were 
initiated by Sir Archibald Reid before his lamented death 
in 1€24, have now been brought to a successful conclusion, 
and the event will be celebrated in London next month. 
The object of the Réntgen Society, the first radiological 
society to be established, was to promote the study of 
radiation from the physical side; it included medical men 
and manufacturers of apparatus, as well as physicists. 
The British Association of Radiology and Physiotherapy, 
founded some years later, consisted of medical practitioners. 
In forming the British Institute of Radiology Reid had 
a vision of a central clearing house for all things pertaining 
to z-ray work, where every aspect of it, including its 
application to medicine, engineering, and other practical 
matters, could be combined and co-ordinated. In order 
that the Institute should have a local habitation, where 
its members could meet and where lectures and instruction 
could be given, he made himself responsible for the purchase 
of the house the Institute now occupies in Welbeck Street. 
The combination with the Réntgen Society is a great step 
forward; we heartily congratulate the promoters on it, 
and have no doubt that the combined body will make 
important contributions to science and practice. It 
should be noted that the Society of Radiographers will 
continue to be affiliated with the society now estab- 
lished. The celebration of the amalgamation will begin 
on Thursday, November 17th, when Sir Humphry Rolleston, 
Bt., M.D. (President-Elect of the new body), will give 
an address at a general meeting to be held at 2.45 p.m. at 
the Central Hall, Westminster; on the following morning 
there will be discussions on. z-ray and radium protection, 
and on an international z-ray unit. In the afternoon the 
value of opaque injections as an aid to x-ray diagnosis in 
disorders of the nervous, urinary, and pulmonary systems, 
and in gynaccological conditions, will be dealt with. In 
the evening there will be a dinner at the Great Central 
Hotel, Marylebone. The vice-presidents of the amalgamated 
body are Sir William Bragg, F.R.S., Dr. Alfred E. Barclay 
(Manchester), Mr. Thurstan Holland (Liverpool), and Dr. 
Robert Knox (London). The honorary treasurer is Dr. 
S. Gilbert Scott, and the secretary Dr. John Muir, from 
whom, at the house of the British Institute of Radiology, 
32, Welbeck Street, London, W.1, further information can 
be obtained. 


HEROISM IN THE SHIP SURGEON. 
SronTaNzovs appreciation of the medical man is not 
common in the lay press. The Journal of Commerce, 
published in Liverpool, has, however, been struck by the 
frequency of reports of assistance rendered by the ship 
surgeon to sick or injured members of the crew of a vessel 
other than his own. Our contemporaig is surprised that so 
little, if any, public recognition is given to these services; 
and it has devoted a leading article to the praise of this 
admirable officer. The state of affairs is compared with 
the publicity and awards which accrue ‘ from other forms 
of lifesaving at sea,’ and it is asserted that the 
risks undertaken by the ship surgeon—who is not 
trained in the seaman’s facility for ‘“‘ hanging on by 


nore 
ated 
Wag 
king 
nent 
Sir 
vice 
sibly 
y of 
d by 7 
This 
with 
rugs, 
mane 
tives 
ional 
alent 
work 
1 for 
and 
orm, 
ntive 
said 
the 
to be 
epen- 
essed 
jikely 
ical 
g an 
nder- 
1 was 7 
le to 
which 
be i 
The 
pital; 
sister 
the Bes. 
when 
1 that 
with 
owing 
was 
y the 
this 
ools— 
k and 
-jously 
parliet 
ryptie 
reati¢ 
ke the 
tley’s | 


698 Ocr. 15, 1927] 


EXCLUSION, NOT CLOSURE. 


his transferring a sick or injured 
person to the hospital of another ship, are often just 
as serious as those incurred in rescuing men from a 
sinking ship. In addition to this, the ship surgeon has 
much preliminary work in communicating by wireless 
appropriate treatment while the ships are converging, and 
he may be called upon to perform an immediate operation 
under the difficult conditions which are unavoidable at sea. 
The Journal of Commerce suggests that the Royal College 
of Surgeons or some similar body should undertake the 
task of according recognition to the devotion to duty shown 
by ship surgeons. The body named may not be appro- 
priate; at the same time, there seems no reason to think 
that our contemporary is right in supposing that the 
etiquette which hedges the medical profession is a deterrent 
to the honouring of its worthy members. It is pleasing to 
learn from correspondence published in later numbers that 
shipmasters and others concur with the views expressed by 
the Journal of Commerce. 


EXCLUSION, NOT CLOSURE. 
Tue general improvement of living conditions in this 
country which distinguished the course of the nineteenth 
century, and continues even more notably during the 
twentieth, has led to the reduction or abolition from our 
midst of a number of communicable diseases which had 
been the standing or recurrent scourges of previous ages. 
Medical science has impressed on the public the importance 
of pure water, household cleanliness, or restriction of over- 
crowding; the benefits which have accrued from them are 
manifest. Some epidemic diseases, however, including not 
a few of the most common—like measles, diphtheria, and 
scarlet fever—have proved intractable in the face of 
hygienic progress. These diseases, transmitted by spray 
infection, are usually highly infective, and are liable to 
spread on the ordinary occasions of life wherever people 
meet together. They are for the most part infections of 
childhood, and the gathering of children together in 
schools has long been thought to offer facilities for their 
transmission. During the earlier currency of the legislative 
measures for the control of infection mass action was 
favoured in dealing with schools. If the infection was 
slight or incipient no effective steps were taken; when it 
became substantial the whole school was closed, greatly to 
the detriment of the primary object for which the school 
existed, and frequently without the slightest effect in 
checking the spread of the malady. The modern policy of 
exclusion, not closure, which endeavours to focus on the 
individual child, is well portrayed in the Memorandum on 
Closure of and Exclusion from School,’ issued jointly by 
_ the Ministry of Health and the Board of Education, in 
which the following sentence occurs: ‘“ If, during epidemics 
of infectious disease, the power to exclude individual 
children from school be used to the best advantage, it is 
only in special and quite exceptional circumstances that 
it will be necessary to close a school in the interests of 
public health.””, The memorandum urges that the problem 
of school infection can be successfully approached only in 
the knowledge of the natural history of each disease, and 
after inquiry into the special circumstances of each child 
concerned, The principal diseases are taken up in order, 
and the rules of procedure stated for each. The difficult 
questions raised by the infectious diseases of the central 
nervous system are helpfully summarized. The exclusion of 
susceptibles is not referred to; it cannot be applied to 
children living at home and attending public elementary 
schools. Disinfection of special class rooms, on occasion, is 
cautiously authorized. No reference is made to the general 
disinfection of schools, which thus receives, although in 
a tacit form, an obituary notice. Leonard Hill should 


* Copies of the Memorandum can be obtained f 
Office, or through any bookseller. Price 3d. net. 1M: Stationery 


concur in this attitude, for he says in his address to tlig 
Sanitary Inspectors’ Association: ‘‘ The fumigation of 4 
room after occupation by a case of infectious fever ig 
futile.” The joint memorandum comes with authority, 
conveying to the mind in succinct and lucid manner what 
every medical officer should remember and every teacher 
seek to understand. The statements made have obviously 
been carefully weighed, and on the medical side are practi. 
cally flawless. Unless in accordance with the principles of 
the memorandum, the Board of Education and the Ministry 
of Health will not accept the closure of schools for reasong 
claimed to be medical. 


PROFESSIONAL OPPORTUNITIES OF THE SERVICE 
MEDICAL OFFICER. 

Like his two predevessors in the chair of the War Section 
of the Royal Society of Medicine, Surgeon Vice-Admiral 
Arthur Gaskell, F.R.C.S., devoted his presidential address 
en October 10th to a discussion of the professional oppor 
tunities of the service medical officer. He set out to 
combat the widely prevalent notion that the services offer 
ouly very limited professional opportunities. The first 
opportunity he mentioned was that for reading. The man 
in civil practice, he said, was almost necessarily condemned 
to a more or less monotonous routine, with very rare 
interregnums, whereas the service medical officer’s career 
included spells of regimental work or work on board ship, 
as the case might be, alternating with periods in hospital, 
and in his less strenuous periods he had abundant oppor, 
tunity for reading and study, perhaps with a view toa 
Fellowship or special diploma. Even apart from this initial 
advantage of time for reading, the service officer had other 
opportunities for obtaining higher qualifications. In civil 
life, once a man was well launched in the practice of his 
profession he seldom had time, without undue sacrifice, to 
enter for the higher examinations. But in the services a 
man might, while still on full pay, obtain special leave for 
this purpose. The services offeréd opportunities also for 
training in methods of clinical examination. In civil 
practice, except perhaps in the school medical service, a 
practitioner was not usually able to carry out repeated 
examinations, and therefore he was denied a certain know- 
ledge of the normal. The service officer, again, had access 
to a large and varied quantity of clinical material. It 
might be thought that in large service hospitals, while 
there was quantity there was not quality, but this was quite 
a mistake. The patients taken into the service hospitals 
included not only men from the active list, but from the 
retired list, and a very wide range of material was at 
hand. The opportunities for major surgery were constant, 
and every branch of specialist work was available, while 
in connexion with venereal and with tropical diseases the 
opportunities were unexcelled elsewhere. Specialists wem 
encouraged in the services, and those who had taker 
specialist diplomas were given specialist work to do and 
were paid specialist allowances. Though the pay of the 
service medical officer was not high, it did not compar 
unfavourably with the remuneration of the civil practi 
tioner. He was told that a very successful insurance 
practitioner in an industrial district might expect to make 
£1,000 a year by the time he was 30, but it had to be 
remembered that in order to achieve such a result he was 
compelled to live in expensive surroundings and to devote 
his time almost entirely to routine. It was only by 
struggle that the civil practitioner was able to set aside 
from his earnings enough to purchase a pension equivalent 
to that enjoyed by the service officer, and as the latters 
pension was deferred pay the remuneration in the servic? 
was not, after all, so disadvantageous. In a few remarks 
at the end of the address Lieut.-General Sir Matthew Fell 
D.G.A.M.S., spoke of the way in which the clinical material 
was now concentrated in the large army hospitals in 
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of being scattered over a number of small units. Air 
‘Commodore David Munro declared that in many ways the 
opportunities given to service medical officers were more 
varied than those which fell to the lot of civil practitioners, 
and that the keen man in the service was given full liberty 
to pursue his opportunities on his own lines. Surgeon 
Vice-Admiral Sir Joséph Chambers emphasized the value 
of post-graduate work, the opportunities for which were 
aflorded liberally in the services; and Mr. T. B. Layton, 
speaking as one who had experience of the services during 
the war, said that one thing of. really great value to be 
learned therein—a thing which the civil practitioner was 
rather apt to disesteem—was the accurate filling in of 
documents and careful keeping of records. 


ADOLF KUSSMAUL. 

Proressor T. H. Bast of the University of Wisconsin 
_ Medical School has now republished,' with additions, his 
article on Adolf Kussmaul in the Annals of Medical 
History, and thus for the first time supplied in English 
an account of this distinguished physician, who represented 
the best German type. Born in 1822, Kussmaul, early in 
his professional life (1845), worked hard to construct an 
ophthalmoscope, and actually made one, but unfortunately 
it would not work, or he would have anticipated Helmholtz. 
Believing firmly in the beneficial effects of induced vomiting, 
which he practised on himself in an illness self-diagnosed 
as ‘‘ meningitis lumbalis,’’ he is often credited with the 
invention of the stomach pump; but it is pointed out that 
in this he had heen anticipated by Dr. Dorsey (1809) and 
the latter’s uncle, P. 8. Physick, professor of surgery in 
the University of Pennsylvania (1812), and Jukes (1822), 
an English surgeon, whereas Kussmaul first employed 
gastric lavage in 1867. It is perhaps worth noting that 
the two portraits of Kussmaul (1822-1902) in the volume 
bear a slight resemblance to those of the late Sir Clifford 
Allbutt, who was one of the first to practise gastric lavage 
in this country, and in 1869 invented a stomach siphon 
instead of the clumsy and formidable stomach pump. In 
1868 Kussmaul was the first to use a gastroscope, and 
in 1873 described the paradoxical pulse in mediastino- 
pericarditis, which, however, had been previously noticed 
by Griesinger and recorded by Widenmann in 1856. His 
description of air-hunger in: diabetic coma, often called 
“Kussmaul’s respiration,’’ appeared in 1874. He taught 
clinical medicine first at Heidelberg, then at Erlangen, 
Freiberg, Strasbourg, and finally, in 1888, returned as 
emeritus professor to Heidelberg, where he wrote his auto- 
biography. On his eightieth birthday a special volume of 
the Deutsches Archives fiir klinische Medicine, containing 
contributions from thirty-three former associates, was 
dedicated to him, and a few months later he died after 
half an hour’; agony from what has been called the doctor’s 
diseasc—angina pectoris. 


As already announced, the Harveian Oration before the 
Royal College of Physicians of London will be delivered by 
Sir William Hale-White, K.B.E., M.D., at the College on 
Tuesday next, October 18th, at 4 p.m. It is anticipated 
that he will deal with the possible influence of Francis 
Bacon’s views and writings on Harvey, and will refer also 
to the work of Gilbert of Colchester, whose great book 
De Magnete was published in 1600, the year in which he 
was President of the Royal College of Physicians. It is 
true that Harvey was then still in Padua, but he settled 
in London only two years later, and the book had attracted 
& great deal of attention. The annual sermon under the 
Sadieir Trust will be preached in the church of St. Mary- 
le-Bow at noon on October 1€th. 


with’, and Time of Adolf Kussmaul. By Theodore H. Bast, Ph.D. 


oreword by William Snow Miller, M.D., D. New York 
Paul B. Hocber. (Post 8vo, pp. xiii + 129. 1150 dollars.) 


Scotland. 
Pusiio HeattH ADVANCE IN ScorTLanD. 

Dr. W. E. Ex.tor; M.P., Under Secretary of State for 
Scotland, recently addressed a meeting in Leven on the 
task before the Scottish Board of Health. He said that a 
healthy people was the greatest asset a nation could have, 
The Board of Health had a great responsibility in seein 
that each generation of children was better than tha 
which had gone before. As a proof of this he said that in 
Scotland in the year 1840, out of every five children that 
were born, four died before reaching the age of 1 year. 
At the present day they could claim that not more thar 
one out of every ten died before reaching the first birthday, 
and the ideal before the Board of Health was to reach 
@ figure in which fewer than one in twenty would die before 
reaching age 1. Last year, despite the great trade dispute, 
was the healthiest which Scotland had ever known. The 
figures in regard to tuberculosis were so promising that he 
was hopeful that within twenty or thirty years tuberculosis 
would, like typhoid fever at the present day, be one of the 
rare diseases. Tho real way to cht disease, he said, was 
by fresh air and plenty of food. Fresh air was represented 
in housing, and in this respect the Government had a 
splendid record. In 1924 in Scotland 4,000 houses had 
been completed, 8,000 in 1925, and 12,000 in 1926, and by the 
end of the present year he expected that the number would 
reach 18,000 or 20,000 houses. It would be their housing 
policy to repeat that figure next year. 


Royat Sanitary AssocraTIon oF ScoTLaND, 

At the fifty-third annual congress of the Royal Sanitary 
Association of Scotland, held recently at Inverness, Dn 
A. S. M. Macgregor, medical officer of health for Glasgow, 
delivered his presidential address on ‘‘ Modern tendencies 
in public health.’? He referred to the weakening, observed 
on all hands, of the resistance to health reforms. Medical 
science and the humanitarian movement had effectively 
joined forces, and broad and bold constructive recommenda- 
tions were being put forward as a result. The need for 
a complete and adequate medical service, developed on the 
preventive side, was in principle recognized, and the road 
along which future progress should be made seemed clear 
enough. Large ideas of this kind required for their 
fruition not only the support, but the active co-operation 
of the people; and the people in general were becoming 
well aware of their indebtedness to medical discovery, and 
the consequent increasingly high standards of general 
medical practice. The health crusade was influencing 
legislation, and had found expression in the new form 
taken by the Annual Reports of the Scottish Board of 
Health, in which a vivid and suggestive narrative had 
taken the place of a statistical compilation. There were 
some who maintained that much of what was being 
attempted now was based on a sort of pseudo-science, and 
went beyond ascertained knowledge. It was true that a 
large group of diseases—immaturity, debility, and prema- 
turity—classed at present as inevitable causes of infantile 
mortality, had hitherto baffled inquiry: they were, how- 
ever, being submitted to investigation at the research 
laboratories of the Glasgow Maternity Hospital. Another 
inquiry at Glasgow had made it plain that the severity of 
measles was abnormally great among young children in 
crowded tenements. This was an ascertained fact, and 
the sickness and death rate at young ages in congested 
areas was the main jastification for slum clearance schemes. 
Scientific investigation must precede or endorse well directed 
public health measures. Bacteriology, for example, had 
aided in the repression of many diseases, and immuno- 
therapy was its latest development. Physiology, _ too, 
exploring the great laws of physical fitness, had furnished 
principles of the widest significance, which it might take 
years to put fully into practice. The new Factory Bill 
from beginning to end was applied physiology. The wide 
acceptance by the nation of such principles as these was 
the most important movement in public health to-day. That 
fresh air, smokeless air, sunshine, good houses, and good 
ways of living were highly valued by most was due in parg 
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to quiet sanitary propaganda, especially that which radiated 
from child welfare and tuberculosis clinics and from school 
medical inspection centres. Where good houses had been 
provided under slum clearance schemes the proportion of 
people who were trying to maintain hygienic standards 
had been above expectation. -If any failed it was the 
local authority’s duty to bring them up to standard. 
Hygiene appealed to the best instincts of mankind and 
was helping to solve social problems. It was ready to 
join forces with any great moral or spiritual movement: 
it might, indeed, only exert its highest influence when so 
allied. 
Housing in Scotland. 

The association concluded its congress by a debate on 
the housing programme in Scotland. Dr. G. V. T. 
MeMichael, M.O.H. Paisley, opened a discussion on slum 
clearance and rehousing schemes. He said that, although 
a great deal was taught and written by medical officers, 
politicians, and the press on this subject, a great gap 
existed between precept and practice. The slums. still 
remained a standing reproach. As health officers they 
were primarily interested, of course, in the problem of 
the slum from the point of view of its effect on the public 
health, for the environment of the working classes was the 
most important of the.» health problems, and the continued 
existence of the slums constituted the most serious obstacle 
to all efforts at improving that environment. The grave 
insufficiency of fresh air and sunlight, together with the 
evils—physical, mental, and moral—due to overcrowding, 
were the special factors in the slum areas. The national 
exchequer paid large sums of money to provide free 
treatment for venereal disease, but they still shut their 
eyes to the overcrowding in slums, which made the practice 
of morality extremely difficult. Hospitals and asylums 
were full of victims of alcoholism, which, however, to some 
extent at least, was due to appalling home conditions. The 
speaker referred to a rehousing experiment at Paisley, 
where the local authority provided thirty-four municipal 
furnished dwellings at rents varying from 8s. to 13s. 6d. per 
week. Central heating was provided in these by radiators. 
It was said that money could not be afforded for providing 
new housing accommodation, but the reply must be that 
millions of money were already being spent to deal with 
the end-results of many diseases which were in the main 
the inevitable outcome of slum environment. The direct 
material loss in England and Wales due to sickness and 
disability was estimated at £150,000,000 per annum, and 
this estimate had never been seriously challenged. There 
was much grumbling at the present amount of social and 
industrial unrest, but he asked what thinking persons 
condemned to live in the sordid atmosphere of the slums 
could fail to be revolutionaries. Mr. A. G. Dutch spoke 
on the shortage of housing accommodation for the small- 
wage earner, and suggested. that they leave the higher 
paid workman, the well-to-do middle class, and owners of 
businesses to look after their own requirements meantime 
and erect buildings to meet, to a reasonable extent, the 
demand of the smali-wage earner. He spoke on behalf of 
the lower paid wage earner who was anxious to work and 
was able and willing to pay rent and rates with unfailing 
regularity. He thought the standard of housing should 
‘be raised from its lowest to its highest point, not in one 
effort, but gradually and step by step. Mr. Frank A. B. 
Preston, in opening a discussion on the effect of the 
relaxation of building regulations, said that the modi- 
fications allowed by the Board of Health had been 
frequently réSisted by local authorities with good purpose. 
Adequate supervision during building operations would 
lead to lower maintenance costs, and adequate repair 
during occupancy would tend to lengthen the period of 
habitability of houses. Councillor W. J. Harvey said 
that the question had been asked whether the housing 
situation had improved appreciably since the Royal Com- 
mission of 1917 had reported. The figures spoke of a 
methodical and creditable achievement in the last four 
years, which had been unparalleled in the history of 
housing. These figures showed that 20 per cent. of 
uninhabitable houses reported by the Royal Commission 
were now being dealt with. In Edinburgh 25,000 people 


would be rehoused within the next year, and at present 


1 in every 17 of the population of Edinburgh had better 
housing conditions as the result of the progress in the 
last four years. They were entitled, in view of this expe 
rience, to say that the slum conditions in Scotland were 
‘‘on the run.” With regard to the provision of houses for 
lower paid workmen, he thought the solution of the ques 
tion was an economic one that could be solved when 
times were better and the worker was able to earn a higher 
wage. 
Harvey 

The new number of the Edinburgh Medical Journal 
contains a very cordial and knowledgeable tribute by Sir 
George Newman to the memory of Professor Harvey 
Littlejohn. He says of him, very truly, that he liked to be 
what he was, a man of the world in the best sense, happy to 
meet and co-operate with all sorts and conditions of men— 
an ambition, it may be observed, more easily to be fulfilled 
in Edinburgh, where most of the members of the learned 
professions have been boys in the same schools and have 
attended the same university, than in some larger cities. 
Another characteristic mentioned by Sir George Newman 
was Harvey Littlejohn’s gift of exposition. ‘‘ There was 
logic, reason, intellectual grasp, and there was an appealing 
and persuasive claim for assent. . . . His historical sense 
and his love of books made him a discerning companion.” 
The final sentence of this charming tribute may be quoted 
in full: ; 

‘** Harvey Littlejohn was a good man and a master-workman. 
He was | always easy, not addicted to conventionality, some 
times perverse or inclined to mischief; but a big-hearted man, 
a courageous and dauntless personage, battling with physical 
disability, with a scroll of high thought and purpose concealed 
within. He had disappointments, yet he overcame them and 
was not embittered ; he was a bachelor, yet enjoyed the affection 
and regard of women; he was witty, a dramatic raconteur, 
vivacious, energetic, but at root kindly, gentle, and sympa 
thetic; he was a medical man, yet he had the sense of justice 
and responsibility of a Judge; he was a Professor, but human, 
sociable, mirth-creating; he excelled, yet was not conceited; 
he was democrat in sympathy and aristocrat in perception; he 
was both proud and humble. Gay, affable, whimsical, honour 
able, a man among a thousand, given to hospitality, one who 
had known great men, a delightful companion, a dear friend. 
When, far away, I learned he was.dead a light seemed to go 
out and the joy of the world was less.’ 


The same issue of the Edinburgh Medical Journal eon 
tains the full text of the first Alexander Black Memorial 
Lecture, which was delivered before the Royal College of 
Physicians of Edinburgh last June by Dr. C. E. Douglas of 
Cupar, a member of the Council of the British Medical 
Association ; it dealt with the family doctor as specialist, 
and a fairly full report of it was published in our issue o 
June 18th (p. 1120). 


Post-GrapvuatE Courses IN Grascow. 

The following arrangements have been made for post 
graduate teaching in Glasgow during the winter months, 
under the auspices of the Glasgow Post-Graduate Medical 
Association. Recent advances in medical, surgical, obsteb 
rical, and the various special departments will be dealt 
with in a series. of demonstrations on Wednesday after 
noons, from November 2nd to May 30th; the fee for the 
course is three guineas. Special courses have been arranged 
in ophthalmology, at the Glasgow Eye Infirmary, including 
a slit-lamp course for ophthalmic surgeons in November 
and December, and a diploma course from January to May. 
Eight demonstrations on chronic diseases and end-resulis 
will be given at Stobhill Hospital on Monday and Friday 
afternoons, during the month of February; the fee is ome 
guinea. A limited number of clinical assistantships ate 
available during the winter months in the various institt- 
tions connected with the Post-Graduate Association 
Further details may be obtained from the secretary of the 
‘association, the University, Glasgow. 


TRIBUTE TO THE LATE Dr. J. C. McVar. 

In a preface to his annual report for the year 1626 @ 
the Stirling County Council and district committees, DF 
T. Adam, medical officer of health for Stirling, refers @ 
the death of his predecessor, Dr. J. C. McVail, who wa, 
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one of the first county medical officers appointed consequent 
upon the passing of the Local Government (Scotland) 
Act in 1889. Dr. MeVail held that post from Iebruary, 
1891, until the beginning of 1912, when he was appointed 
deputy chairman of the Scottish National Health Insurance 
Commission. Dr. Adam writes: In a word it may be said 
thet Dr. MeVail was one of the chief pioneers of public 
health. He indeed was a great man, whose interests 
covered the whole field of public health, and his writings 
on small-pox and vaccination are quoted as authoritative 
wherever the subject is discussed. 


England and Wales. 


Tue Wetsu or MEpIcINE. 

A CONFERENCE of representatives of the University of 
Wales and the University College of South Wales and 
Monmouthshire was held at the College, Cardiff, last week ; 
both sides were fully represented and the conference was 
prolonged. It is believed that~ substantial progress has 
been made towards a settlement of the question at issue. 
The decisions, it is said, were unanimous, and will be 
reported by their representatives to the two bodies 
concerned. 


Ruevmatic Heart DisFase 1x 

On October Ist a meeting was held at the Bristol General 
Hespital to consider a scheme which has been in prepara- 
tion for some time for dealing with cardiac disease due to 
rheumatism. It was attended by the officers of the school 
medical services of Bristol, Gloucestershire, Somersetshire, 
and Wiltshire, including those ef county boroughs within 
the border of these counties, and by consulting physicians 
practising within the same area. The objects of the scheme 
are research into the conditions under which children con- 
tract rheumatic heart disease, and assistance in the treat- 
ment of such children. Practitioners within the area have 
been invited to send brief notes of cases arising among 
their patients. The scheme is to apply to children between 
the ages of 5 and 14 years inclusive, and is to apply to 
cases of heart disease arising in connexion with rheumatism, 
chorea, or scarlet fever, and to cases which, though not 
arising in connexion with rheumatism or chorea, are never- 
theless rheumatic in type—that is, ventricular enlargement 
with mitral incompetence, with or without aortic incom- 
petence or acute pericarditis. 

It is believed that close attention to the problem of 
diagnosis of the disease in its early stage will be of 
immediate value to the school medical service. This has 
been the experience in Bristol, where the plan about to be 
described has been on trial for several years. It has been 
found that reference of children with signs suggestive of 
cardiac rheumatism to hospital physicians interested in the 
matter has resulted in the removal of restrictions with 
regard to school attendance, games, drill, etc., in a large 
number of instances; in others it has been the means of 
directing children in the early and- more tractable phases 
of the disease into channels of treatment that might other- 
wise have been missed. The local authorities in the areas 
named have decided to make arrangements by which 
children, if the school medical officers think it desirable, 
may be seen at convenient places by physicians with special 
&xperience in the disease. The plan has the support of 
the Board of Education. The area comprised within these 
three counties is fortunate not only in having at its centre 
a city in which work of the kind has already been done, 
ut also in possessing medical officers in all the areas who 
have already had administrative experience of similar 
organizations; moreover, they have undertaken to conduct 
inquiries into the conditions under which the children are 


living at the time of onset of the disease. Since the dis- 
trict includes wide varieties of soil, altitude, density of 
population, and so on, information of value should be 
orthcoming. The investigation, which was initiated by the 
Merammittee of the Science Committee of the British 
edical Association appointed to inquire into rheumatic 
tart disease in children, has for its focus the University 


— 


of Bristol Centre of Cardiac Research. This is loused 
at the Bristol General Hospital, equipped by the Univer- 
sity of Bristol, and maintained by several grants. Amon, 
these may be mentioned one from the: Medical Research 
Council for clerical expenses; also a Research Fellowship 
provided for two years by the Colston Research Society, a 
Bristol organization. To complete the machinery which is 
being set up, it is hoped to devote a number of beds in 
the country hospital shortly to be built at Winford, near 
Bristol, to the treatment of cardiac rheumatism in child- 
hood. The site has been carefully chosen, and is believed 
to be the best within a convenient distance of the city. 


PRESENTATION TO Str JOHN ROBERTSON. 
The conclusion of Sir John Robertson’s period of service 


“as medical officer of health for Birmingham was made the 


opportunity by the staff of the Birmingham Public Health 
Department to present him with a motor,car ‘‘ as a token 
of their proud remembrance and good wishes.’? The Lord 
Mayor of Birmingham, who presided at the presentation, 
said that of the many distinguished city officials it was the 
privilege of Birmingham to employ none was more respected 
than Sir John Robertson. He hoped that many oppor- 
tunities would still present themselves for the continued 
enjoyment of his advice and those social services he had 
rendered to the city with such satisfaction to all. The 
Lord Mayor called attention to the great fall in the death 
rate in the city during Sir John Robertson’s term of office. 


In 1903 it was 16 per 1,000, while at the present time it 


was only 11 per 1,000—an approximate saving of something 
like five thousand lives annually. Dr. W. H. Davison, 
senior assistant medical officer, speaking on behalf of the 
staff of the Public Health Department, said it was in conse- 
quence of Sir John Robertson’s sound common sense, his 
insatiable appetite for work, and genius for administration 
that such a public health organization had been built up 
in ‘Birmingham. The Lord Mayor, after making the 
presentations, handed to Lady Robertson a medallion 
portrait of her husband as a souvenir of the occasion. Sir 
John Robertson, in acknowledging the gift, referred to the 
splendid team work of the svaff during his twenty-four 
years of office. 


Queen Hospitan MoruHer-savine CAMPAIGN. 
By the kindness of Lady Howard de Walden, a meeting 
was held at Seaford House, Belgrave Square, on October 
6th, in support of the Mother-saving Campaign of Queen 
Charlotte’s Maternity Hospital. This campaign has for 
its object the raising of a quarter of a million pounds 
for the erection of new wards at Queen Charlotte’s, where 
an intensive study of puerperal fever and other conditions 
which lead to maternal mortality may be carried out. The 
chair was taken by Dr. T. Watts Eden, and there were 
present a number of mayors of métropolitan boroughs and 
medical officers of health. Dr. Eden said that between 
three and four thousand women in England and Wales 
lost their lives in childbirth every year. The remedy for 
this grave situation was to have doctors and nurses trained 
to the utmost degree of efficiency, an adequate and universal 
ante-natal service, and ample hospital accommodation for 
all who could not be adequately treated at home. The 
duty of prevention was equally pressing. In respect of 
some of the conditions which might attend pregnancy— 
eclampsia, for instance—the task of prevention was com- 
paratively easy, given efficient medical supervision, but, on 
the other hand, the prevention of puerperal fever was 
extremely difficult, and it was a melancholy fact that 
during the last fifteen years the mortality from this 
cause, so far from diminishing, had shown a slight increase. 
A study of the maternal conditions which bore upon the 
liability to contract puerperal fever could only be carried 
out by prolonged and elaborate research. One of the objects 
of the present appeal was to provide facilities for such 
research and to bring into closest collaboration the research 
worker and the bedside physician and surgeon. The Bishop 
of Willesden proposed a resolution pledging the support of 
the meeting to the campaign, and urging the metropolitan 
authorities to establish committees for the purpose of 
awakening the public to the importance of the continuing 
high maternal mortality and the need for collecting funds 
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for Queen Charlotte’s. This was seconded by Dr. F. E. 
Scrase, chairman of the Metropolitan Branch of the Society 
of Medical Officers of Health, who stated that that Branch 
had recently passed a resolution welcoming the campaign. 
The resolution was supported by Dr. T. G. Stevens, senior 
consulting cbstetric physician of the hospital, who pointed 
out how difficult it was, now that midwifery had passed 
so largely into the hands of midwives, for the young doctor 
to gain sufficient practical experience to do what was 
required of him when he was called in by a midwife 
to a difficult case. The mayors of Paddington and 
Fulham, Dr. Charles Porter, medical officer of health 
for Marylebone (the borough in whiclk Queen Charlotte’s 
is situated), and others spoke in support of the resolution, 
which was adopted; and the mayor of Westminster and 
Mr. Aleck Bourne proposed and seconded a resolution of 
thanks to the hostess of the occasion. 


EXTENSION OF THE GENERAL Lyinc-1n Hospitart, LAMBETH. 

The General Lying-in Hospital, Lambeth, traces its 
origin to 1765, when the ‘‘ New Westminster Lying-in 
Hospital ’’ was founded, largely owing to the efforts of 
Dr. John Leake, a lecturer in midwifery. This institution, 
which was situated near the south end of Westminster 
‘Bridge, was completed in 1767. In 1824 the present site 
in York Road was obtained, new buildings were erected, 
and were taken into use in September, 1828: It is interest- 
ing to recall that in March, 1879, Lister became consulting 
surgeon, and his connexion with the hospital continued in 
this capacity and as president until 1911. Moreover, in 1880 
the late Sir John Williams and the present president, Sir 
Francis Champneys, were appointed physician-accoucheurs 
to the hospital, and under their auspices antiseptic mid- 
wifery was introduced. In 1879 the systematic training 
ef midwives was begun and grew eventually into the 
present training school. In 1907 two houses adjacent to the 
hospital were included in a new lease, under the terms of 
which rebuilding was ordered before the end of 1930. These 
premises were at first used as a nurses’ home and subse- 
quently for an ante-natal clinic and infant welfare centre, 
a clinic for mothers; they also accommodated some of the 
nursing staff and pupils. An appeal has now been issued 
for £30,000 for rebuilding. The proposed extension will cost 
some- £40,000, tewards which about £10,000 has already 
been given or promised. It is hoped that greatly improved 
accommodation for the nursing staff and pupils will- thus 
be obtained, and better facilities created for out-patients 
and for teaching. This is the first public appeal for funds 
by the hospital since June, 1765. Subscriptions should be 
sent to the honorary treasurer, Dr. J. S. Fairbairn, at 
the -hespital. 


Ireland. 


‘TrsERcULosts Mepican AssociaTIon. 
ut Milk Infection. 
Ar the annual meeting of the Tuberculosis Medical 
Association, held recently in University College, Dublin 
when Dr. M. J. Cuffe presided, Dr. Boyd Barrett of the 
Local Government and Public Health ‘Department read 
a paper on infected milk, in the course of which he said 
that Since it was clear beyond doubt that bovine tuber- 
culosis was prevalent, and was the cause not only of 
disease, but of death, in man, there were two problems to 
be solved: (1) Bovine tuberculosis must, if possible, be 
eradicated, and (2) the infection of human beings by milk 
must be prevented. The ideal solution of this problem 
would be the establishment of herds of non-tuberculous 
cattle, and all measures now tried should have that ulti- 
mate object, and facilities for the bacteriological examina- 
tion of milk should be provided. The powers available for 
the examination of milk for dilution and fat deficiency 
should be in some way applicable to the test for tuber- 
culous infection. He suggested the application of the 
Swedish jaw, which made it imperative that persons 
working in dairies or concerned with the sale of milk 
should be in possession of a medical certificate, délivered 
less than a year before the time of their engagement, 


stating that they were not suffering from contagious tuber, 
culosis, with severe penalties and stoppage of sale gf 
milk for non-compliance. Every dairy farm and daj 

should be registered, and registration should be followed 
by inspection by a veterinary surgeon, so that all diseased 
animals might be discovered. In this way the eliminatiog 
of advanced cases of tuberculosis could be begun, leading 
eventually to the separation of healthy from tuberculin. 
reacting cows. Thus also a basis would be laid for 
attaining the ultimate object of the rearing of tuberculosis 
free herds. The next step would be the testing by tuber. 
culin of the remainder of the herd, and then the milk of 
cows giving the reaction of tuberculosis should be tested 
for the presence of tubercle bacilli. This investigation 
should be followed by the pasteurization of all milk 
intended for public consumption which had been found 
to be infected. In general about 10 per cent. of market 
milk contained tubercle bacilli. 
different countries, and it had been found that 8 per cent, 
of Dublin milk was infected. 


Costs of Tuberculosis. 

Dr. Patrick J. Burke, tuberculosis medical officer for 
county Sligo, read a paper on the costs of tuberculosis 
directed to answering the criticism that the tuberculosis 
schemes in the Irish Free State were expensive without 
giving any returns. Since the establishment of the scheme 
there had been a great decrease in the number of death 
from tuberculosis. In 1915 there were, in the present 
area of the Free State, 6,723 deaths from tuberculosis, 
while in 1925 there were 4,675, a decrease of 2,052. He 
quoted various estimates of the value of each life lost t 
the nation by tuberculosis. The lowest estimate he could 
find was £500, but to remove any suspicion of exaggem- 
tion he would take as a basis £300. Taking, with 6i 
George Newman, the average duration of illness prior t 
death from tuberculosis as three years, with loss of wages 
at £20 a year, and cost of sickness as £100 a year, the cast 
of disability in each case would be £360, making with the 
loss by death a total of £660. The reduction of death 
in the Free State in 1925 as compared with 1915 meant 
a saving for that year of £1,354,320. On the other hand 
the annual loss to the country by disease and death owing 
to tuberculosis could be calculated at £4,347,272, while the 
present expenditure on county schemes was about £75,00 
a year. Dr. Burke claimed that although his figures might 
look extravagant, they were based on calculations mad 
by responsible statisticians, his part being only to app 
them to the conditions of the Irish Free State. Dr. J. 
McMahon, a well known New York authority, delivered 4 
lecture, illustrated by lantern slides, on ‘sanatorium 
treatment in America. 


Correspondence. 


CATARRHAL VACCINES. 

Sir,—A letter was published in your issue of June 4 
1£27 (p. 1033), from Dr. N. A. Sprott, giving some statistic 
of the incidence of influenza in inoculated and uninoc 
boys at Eton College. 

The figures in that letter refer to three houses only, 
since they may create a somewhat partial impression of #€ 
results of inoculation in that school, the figures for all @ 
houses, including those already mentioned, are given here. 

The inoculations were carried out’ during the autumn @ 
1926, mostly in the latter part of September and the &® 
half of October, ‘‘ anticatarrhal”’ vaccine of St. Mary 
Hospital being employed in most cases. A few boys # 


_ autogenous vaccines, and a few had stock varieties ott 


than the St. Mary’s ‘‘ anticatarrhal ’’ ; 227 boys were give 
three injections at weekly intervals, the doses varying ¥# 
the age and size of the boy; 28 had only two inject 
and 14 had only one; 16 others had from twelve to ® 
injections cach. 

In January, 1927, immediately after the school reopent 
a widespread epidemic broke out, and the incidence of # 
disease amongst the inoculated and uninoculated is # 


_in the accompanying table. 


The percentage varied inf 


Rl 


[ Tue Bririse . 
Jovrwag 
| 
con 
the 
of 
ten 
hay 
met 
of 


Oct. 15, 1927] CORRESPONDENCE. 708 
uber. 


The epidemic was of a mild type, and complications were 
few. There were no cases of pneumonia. One boy had 
bilateral otitis media, which extended to the mastoid cells, 
and necessitated surgical treatment on both sides. Two 
others had extensive bronchitis, which necessitated pro- 
longed sick leave. One boy got better and relapsed several 
times. All these patients had been inoculated. Two boys 
who had not been inoculated had otitis media, from which 
they recovered after paracentesis. 

It would have needed more clerical work than was possible 
to estimate with accuracy the number of school days lost by 
inoculated and uninoculated boys respectively. 

The table shows that there was very little difference in 
the incidence of the disease in the inoculated and un- 
inoculated groups. It is apparent that the percentage of 


’ boys attacked is greater in the inoculated than in the 


uninoculated group, but this may be accounted for by the 
fact that the inoculated group contains most of those boys 
who are particularly subject to influenza and other 
catarrhal infections. 

It is interesting to compare the figures in the table with 
those collected from another .school, and published in the 
Annual Report of the Chief Medical Officer of the Ministry 
of Health for the year 1926 (p. 64): 


“Out of a total of 447 boys, 144 (32 per cent.) were inoculated, 
and of these, 54 (38 per cent.) were attacked; ys were not 
inoculated, and of these 109 (36 per cent.) were attacked. The 
attack rate for inoculated boys and for uninoculated boys was 
therefore practically equal. The results seem to show that no 
protection against influenza was afforded. On the other hand, 
all the fifteen cases of pneumonia occurred in boys who had not 
been inoculated (one case uncertain), so that it appears that 
inoculation may have had some protective value against thi 
serious complication.” 


Table showing Attacks with Reference to Inoculation. 


Boys not 
Boys Inoculated. Inoculated. 
No. of All Boys: 
House. Bovs. Total No. 
No. Jo. attacked. 
No. | attacked. | NO | attacked. 
1 40 9 3 31 7 10 
2 41 13 7 28 ll 18 
3 43 13 6 20 15 21 
4 38 8 5 » ll 16 
5 40 12 6 28 4 10 
6 24 ll 7 23 12 19 
7 37 ll 3 26 10 13 
8 36 10 1 23 8 3 
9 34 8 3 26 6 9 
lo 41 12 9 29 10 19 
ll 39 6 1 33 10 ll 
12 38 10 a 28 9 13 
13 29 10 4 19 13 17 
14 36 15 6 21 6 12 
5 36 ll 5 25 5 10 
16 43 ll 5 32 9 14 
17 67 21 14 de 26 40 
42 16 8 26 8 16 
19 44 7 5 37 22 27 
37 13 8 24 9 17 
21 37 3 29 12 15 
22 41 18 ll 23 12 23 
23 33 9 6 24 17 23 
24 40 16 7 24 15 22 
25 37 5 24 12 17 
26 % ll 7 "25 15 22 
School to al! 1019 302 149 717 294 443 
Percent. ... 29.6 49.3 70.3 41.0 44.4 
—We are, etc., 
W. 
M. Amsrrr, 


Eton, Oct. 6th. D. C. Beaumont. 


CONVULSIONS DURING ANAESTHESIA, 

Sir,—I have read with interest the reports of cases of 
convulsions during anaesthesia which have appeared in 
the Journat, and have been struck by the fact that all 
of them, except those reported by Dr. Hornabrook (Sep- 
tember 10th) and attributed by him to overdose of atropine, 
have occurred where ether was administered by the bomb 
method. Dr. Pinson (May 28th) reports fifteen casés, eleven 
of which occurred in his own practice, giving an incidence 
of 1 in 1,000, and four other cases; and Dr. Dickson 
(October Ist) reports one case. Dr. Sington, in his letter 


of September 24th, disposes of the theory that atropine 
is the cause. 

It would be interesting to hear from other anaesthetists 
if they have experienced this complication when administer- 
ing ether by other methods. Personally I have never seen 
it, and venture to suggest that the bomb is the source 
of the trouble—whether, as Dr. Dickson hints, due to a 
high concentration of ether or an excess of carbon dioxide, 
or, as I think, to something inherent in the superheating 
of the ether which the bomb method involves. 

My own experience of the bomb extended over some two 
hundred cases, and, although no convulsions occurred, I 
was led to give it up because of the higher proportion of 
respiratory complications which followed than when ether 
was given by one of the ordinary open methods. Possibly 
the cause of this, as well as of convulsions, is to be sought 
for in the action of relatively high temperatures on ether 
vapour. It seems to mé that there is a field here for 
chemical research.—I am, etc., 

Glasgow, Oct. 4th. 

Sir,—In the discussion upon convulsions during ether 
anaesthesia two correspondents have suggested that the 
cause is an excess of carbon dioxide, This appears to be an 
untenable hypothesis for two reasons. In the first place, 
ether spasm has occurred during endotracheal ether anaes- 
thesia, where the carbon dioxide content in the alveolar air 
is less than normal. Secondly, several cases of severe ether 
spasm have been treated by the inhalation of a mixture of 
90 per cent. oxygen and 10 per cent. carbon dioxide. This 
treatment appears to be the most efficient at present known 
in restoring regular deep respiration.—I am, etc., 

C. Lancton Hewer, M.B., B.S.Lond. 

London, N.W.1, Oct. 6th. 


H. P. Farnure, M.D. 


ACTINOTHERAPY IN JOINT TUBERCULOSIS IN 
CHILDHOOD. 

S1r,—The results mentioned in the memorandum of Drs. 
Crosbie and Aidin in the Britis Merpican Journat of 
October 1st (p. 594) are so unusual that it would perhaps 
be instructive to compare them with those obtained at the 
Finsen Institute, Copenhagen. 


Improved. : No Change. Made Worse 
Site of 
Tuberculosis. | ajger | Finsen | Alder| Finsen | Alder| Finsen 
Hey. | Institute. | Hey. | Institute. | Hey. | Institute, 
Knee | 100%* 79% 20% 2% (died) 
Hip ‘ 15% 68% 46% 26% 38% | 5% (died) 
Spine ... 57% 74% _ 13% 43% | 13% (died) 
*Two cases only. 


The Finsen Institute figures are also classified as follows :' 


Cases Cured, 
Site of Cases 
Tuberculosis. Free Without Improved 
Total. Movement.|Movement.|Movement. 
Knee ... on 11% 31% 16% 24% 8% 
68% 5% 26% 37% os 
Spine ... 65% 65% 9% 


The Finsen Institute results are based on fourteen years’ 
experience and ‘those from Alder Hey on just over one and 
a half years’. 

In the cases from Alder Hey no mention is made of the 
duration of the course of treatment, and it is fair to infer 
that it is unlikely that all the cases commenced treatment 
at the same time. This would mean that conclusions, in 
some cases, were arrived at after (for tuberculosis) a 
comparatively short period of treatment. 

I would also suggest that the writers are mistaken 
when they state that they have used at Alder Hey an open 
are with an are voltage of 230 volts. 

Drs. Crosbie and Aidin state that they are convinced that 
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actinotherapy is of little or no value in the treatment of 
tuberculosis of the knee, hip, and spine, and that in some 
cases it appeared to be injurious. : 

I would suggest that this opinion is unwarranted, 
especially when the Alder Hey results are compared with 
those from the Finsen Institute.—I am, etc., 


Newcastle-on-Tyne, Oct. Ist. W. Kerr Russet, M.D. 


Sir,—We feel that the memorandum by Drs. Crosbie 
and Aidin on “‘ Actinotherapy in joint tuberculosis in child- 


hood,’’ published on October Ist (p. 594), cannot be allowed. 


to pass unchallenged. 

It would appear that the conclusion reached—namely : 
. . we are convinced that actinotherapy is of little 
or no value in the treatment of this form of tuberculosis ”’ 
—is somewhat harsh, considering that the total number of 
cases under review was only 45. The figures quoted show 
that, as a result of treatment with or without light, 33 per 
cent. of all cases did not benefit; the statistics of this 
hospital show that, out of 785 cases treated between the 
years 1914 and 1924 and-manifesting similar lesions, all but 
14 per cent. responded satisfactorily to treatment without 
actinotherapy. Subsequent to this date actinotherapy was 
introduced, and the response to this adjuvant method has 
been observed, and will be recorded in detail in the future. 

Whilst it is admitted that there are certain cases 
(notably those complicated by sinus formation and 
secondary infection) which do not benefit by light treat- 
ment and are made worse thereby, the response observed 
in uncomplicated cases of tuberculous joint lesions has been 
such as to justify the continuance of its use. 

In conclusion, it must be added that the type of case 
to which the memorandum refers is treated in this hospital 
by immobilization on similar splints to those mentioned, 
and it has not been found that frequent lifting and 
transport in any way produces minor degrees of trauma, 
nor does it militate against the success of the fixation for 
which these splints were specially devised.—We are, etc., 

T. Hartiey Martin, M.B., Ch.B., 
Joun D. Crate, M.B., M.R.C.S., 


Medical Officers, Liverpool Open-air. Hospital 


October 4th. for Children, Leasowe. 


‘““THE HISTORICAL ASPECT OF QUACKERY.” 

Sir,—After reading Professor A. J. Clark’s address 
under the above title, I have come to the conclusion that 
it might be well if he would follow the example, so far as 
in him lies, of some of his predecessors, and try to make 
history, as he seems utterly incapable of accurately record- 
ing a historical fact. 

He says, “‘ The term quack simply means one who 
pretends to knowledge or skill that he does not possess.’’ 
With such a definition I do not cavil, as it certainly 
includes a large number of professors and leaders in the 
orthodox medical profession. It would seem to me that in 
this country there are more qualified than unqualified 
quacks, though possibly, from what Professor Clark tells us, 
the reverse may be the case in Germany. Albert Abrams, 
who is Professor Clark’s béte noire, said that ‘‘ there is no 
harm in being called a quack, the mischief is in being one.”’ 
A statement worthy of the thoughtful consideration of 
everyone who assumes the role of teacher. 

Professor ‘Clark says: ‘‘ The question that I wish to 
consider is why the general public so often turns away 
from the medical profession and follows quacks who 
pretend to the possession of cures unknown to medical 
science.’’ He miserably fails to give a satisfactory answer 
to his own question, but I shall try to do so for him. The 
fact is undoubted, and is frankly acknowledged by Pro- 
fessor Clark, that the public is drifting away from orthodox 
practitioners. It is much better to face the true facts and 
try and remedy them, rather than rest content with Pro- 
fessor Clark’s palliative, ‘‘that, although the alliance [of 
the medical profession] with science has brought them 
great material success, yet it has brought its special 
penalty in that it is ever alienating them to an increasing 
degree from the fundamental beliefs of the common man.” 

Who enjoys the great material success in the form of the 
current coin of the realm?—certainly not the general 


practitioners, for whom this special dose of soothing syrup 
is prepared. The plain and obvious facts are that the 
general practitioners in the present day are imperfectly 
taught by many quack professors who neither know 
how to prevent or cure disease. In an address at 
Montreal in 1911, on Preventive Medicine, I said that 
there was not a Medical School in the British Empire 
where Preventive Medicine was taught as it should be 
taught, and I say so still. No teacher or medical leader 
professes to cure disease; he only draws the fees, while 
watching Nature do the job. If you look over the 
Quarterly Journal of Medicine, you rarely find more than 
a few lines on treatment. No wonder, then, that general 
practitioners often fail to deliver the goods, and allow the 
quacks to romp in. Almost universally the orthodox practi. 
tioner has the first innings, and he ought to be ashamed 
of himself when he is worsted by the quack. 

Professor Clark talks largely about Medical Science, but 
where is it? There is a large amount of scientific work 
going on in physics, engineering, radiation, aviation, 
bacteriology, and physiology, but pharmacology and clinical 
medicine have not yet touched the fringe of science. The 
treatment of disease is not a science, nor a refined art, but 
it is a thriving industry. The pharmacologist has usually 
got a whole-time job and he may know something about a 
rabbit or the very rapid beats of the heart of a canary, 
but the only treatment he has got for fibrillation of the 
human heart is poisonous doses of digitalis and quinidine, 

Sir Arbuthnot Lane once said, what I have often said in 
more forcible language, that surgeons make their living 
out of the ignorance and utter incompetence of physicians, 
while Sir Almroth Wright thinks that in 200 years the 
clinician may have acquired such a knowledge of his 
subject as to be able to prognosticate with some slight 
degree of accuracy. Albert Abrams said that any advance 
in medicine which is not in conformity with physical 
science is doomed to perdition. This is the man whom 
Professor Clark links up with a certain Elisha Perkins. 
I know very little about Perkins, except what Professor 
Clark has told us on more than one occasion, but his 
version seems to vary very considerably. On the last 
occasion, Perkins’s instruments or tractors were made of 
wood, and sold at £10. Now this marvellous Perkins 
‘persuaded millions that all disease could be cured by 
stroking the body with two pencils of metal.’’ If he even 
sold two million pencils at £10 the pair, he would be a very 
wealthy man, even Harley Street would not be in it with him, 
I should like to devote a whole chapter to this wonderfully 
persuasive individual, but I must pass on to Albert Abrams, 
about whom and his work I know a great deal. 

The men who are carrying out Abrams’s methods of 
diagnosis and treatment are qualified medical men, and 


therefore if they be quacks, they are quacks within the 


fold. I happen to know a good many of them, and I can 
truthfully say that every one I know is as honest as 
Professor Clark, and not one of them charges extortionate 
fees—in fact, they have often to go without fees, as many 
of their patients have parted with almost their last stiver 
before coming as a dernier resort. Are the following prac 
titioners of Abrams’s methods quacks? Proctor Hall of 
Vancouver, of whom I stated that he combines in his owa 
person the qualities of the physicist with those of the 
scientific physician, and I may add, from my personal 
appreciation, those of the Christian philanthropist, Dr 
M. C. Hardin of Atlanta, Dr. Francis Cave of Boston, 
Dr. Jules Regnault of Toulon, ex-Professor d’Anatomie & 
Ecole de Médecine, author of Les Méthodes d’ Abrams, 
Dr. H. Verploegh of the Hague. For obvious reasons I do 
not mention the names of any who are practising Abrams$ 
methods in this country, as, one and all, they object to 
advertising—they allow their work to advertise them. | 
I have often said that Abrams was the greatest genius 
that medicine has produced during the last half-century, 
and I say so still. Like every really great man, Abrams 
had his intellectual followers who were outnumbered by 
the virulent vituperators of the American Medical Assoct@- 
tion, who saw their craft in danger. There were & 
his sycophants or camp followers who thought they sa¥ 
an easy way of making money. These latter have foun 
that Abrams’s methods were a difficult path to tread, and 
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they have all gone back to their Materia Medica. On 
more than one occasion I told Abrams that he stood in 
greater danger from his friends than his enemies, as the 
latter could be easily refuted, Magna est veritas, et 
prevalebit, but the public were apt to judge a man by the 
character of his followers. I believe Dr. Francis Cave and 
others spoke to him in similar terms. 

I have often said that if Abrams had done nothing more 
than discover the cardiac and pulmonic reflexes, he was 
entitled to a prominent niche in the temple of fame. 1 
also say that the man who does not know the whole of 
Abrams’s spinal reflexes is badly handicapped in the 
pracice of his profession. This almost universal ignorance 
often enables the osteopath to score over legally qualified 
medical men. In this city a well known artist who regu- 
larly exhibits in the Royal Academy was under the care 
of highly qualified medical men for six months with 
“neuritis of right arm.’’ The loss of the use of the right 
hand stopped her work, and as she could not afford to be out 
of action any longer, she went to an osteopath, who put her 
right in three weeks. Such reasons for the public drifting 
to ‘‘ quacks ”’ could be multiplied almost ad infinitum. 

It puzzles me that Abrams’s critics always jump at his 
last work, about which they know nothing, and never read 
hig monumental work on spondylotherapy, which might 
come within their comprehension. Professor Clark tells us 
that ‘‘ the followers of Abrams believe that all diseases can 
be both diagnosed and treated by means of two boxes 
containing some simple electrical apparatus.’’ The 
pharmacologist deals in simples, but this will be news to 
Abrams’s followers. Abrams’s diagnostic apparatus does 
not contain any electricity, unless such as is supplied by 
the magnetic currents of the earth,. and that in the body 
of the subject under examination. The oscillociast is 
a broadcasting machine, though it ,could not carry 
Professor Clark’s address to, say, the Ivish Times, in 
which it appeared. With a pair of earphones having a 
resistauce of 2,000 ohms, you can hear the electro-magnetic 
impulses. surging through all parts of the patient’s body. 
Moreover, I have often tuned my wireless set to receive 
and deliver these vibrations through the loud speaker, after 
they have traveiled more than 200 feet, and passed through 
a thick brick wall in order to reach the aerial. 

In Dr. Brunori’s new instrument, if a small lamp is 
moved close to the treatment lead, it lights up at the 
crest of the wave, and in this way you can easily discover 
the length of the wave. 

A statement by Herbert Spencer I can commend to 
Professor Clark and company, though I can scarcely hope 
that they will profit thereby: ‘‘ There is a principle which 
is a bar against ail information, which is proof against all 
argument, and which cannot fail to keép a man in ever- 
lasting ignorance. That principle is condemnation before 
investigation.” 

I am amazed and amused at Professor Clark’s confession 
of faith in Sir James Frazer’s twaddle about magic. 
According to this authority, it would seem that the existing 
races of mankind, while differing in religious beliefs, are 
united, not by a belief in a Supreme Being, but by 
“a solid stratum of intellectual agreement among the 
dull, the weak, the ignorant, the vast majority of man- 
kind... . This universal faith, this truly catholic creed, 
1s a belief in the efficacy of magic.’? It would seem, 
according to Professor Clark, that ‘‘in a civilized com- 
munity the belief in magic is concealed beneath the veneer 
of education and does not obtrude itself in normal life, 
but the veneer cracks as soon as any strong emotion is 
aroused, and both pain and fear of death are potent causes 
for arousing such emotions.”” It would appear that it is 
not the fear of God or of the devil that makes people 
anxious to live, but merely the love of life, so when the 
veneer, which, of course, is of various thicknesses, is 
cracked, the solid substratum of the belief in magic oozes 
out, and they all, savage and civilized man, rush off 
helter-skelter in search of a magician ; every one seeks out 
a different magician, according to his taste. Those who 
Tush off to the Abrams Cult would seem to be the more 
Intelligent with the thickest coat of veneer, and I hope, 


unlike the savage, are not naked, but clothed and in their 
Tight mind, 


The Abrams practitioners should be very pleased that 
they are reckoned among the Magi, but they must recog- | 
nize that when literary men in the front rank, judges, 
barristers, members of Parliament, clergymen, and even 
medical men, come for their ‘‘ magic box,’’ they all have 
had their veneer cracked, otherwise they would have gono 
down to perdition like sensible men, under the care of 
an orthodox professor. 

I most unhesitatingly say that if anyone gave such 
evidence of his belief, as is portrayed by Sir James Frazer 
and Professor Clark, without a shadow of proof, in any 
court of law in the world, he would not only be laughed 
out of court, but be rightly adjudged a greater fool than 
he looked. I presume Professor Clark would assume that 
Conan Doyle was suffering from a delusion when he heard 
Abrams’s oscillophone regularly hiss whenever a piece of 
cancer tissue was brought near it. Many of us think that 
it is a melancholy calamity that Abrams was virtually killed 
by his enemies before he had perfected that instrument. 

Abrams’s work has progressed more rapidly and more 
widely since his death than it did in his lifetime. In the 
large Central Hospital of Philadelphia, which is a general 
medical and surgical hospital with special departments, 
one floor has been specially installed for Abrams’s work. 
The literature is rapidly increasing; there is a monthly 
journal. In addition to the work, now in the second 
edition, which I had the pleasure of editing, there is one 
in Spanish, one in French, by Dr. Jules Regnault, and 
in my opinion the best of all is a large volume in Italian 
by Dr. Brunori. The feeble bleat of a professor is not 
likely to arrest the progress of this great work for a 
second.—I am, etc., James Barr. 

London, Oct. 2nd. 


Sm,—Although in your leading article on quackery 
(October 1st, p. 603) you clearly distinguish between the 
quack and the qualified practitioner, I am disappointed 
that you allow Professor Clark to ignore the distinction 
without specifically pointing out his error. I can scarcely 
think that this means that you tacitly approve of an 
attitude which, however attractive to the ultra-orthodox, 
is logically indefensible. But 1 should like to have your 
assurance on this point. 

From Professor Clark’s analysis of quackery it obviously 
emerges that a quack may be fully qualified in medicine 
and surgery. It is only necessary for a qualified practi- 
tioner to be a homoeopathist or “‘ follower of Abrams ’’— 
that is to say for his theories and practice to seem absurd 
in orthodox eyes—for him to be a quack. 

What, then, is the significance of ‘‘ qualification '’? The 
idea that it implies the possession of sufficient knowledge 
and skill by an individual to justify his using his own 
discretion in the conduct of medical practice must be 
erroneous. The official regulations which recognize pro- 
fessional freedom must be all wrong. 

Is this indeed the authoritative point of view? If it is, 
does it not give quackery great power, for according to it 
there must be hundreds of professional men and women 
(even in the British Medical Association) to whom the 
opprobrious term may be applied? Then again, if it is, 
how shall we all agree as to the permanent criterion of 
quackery, and which of us shall judge the rest? 

I beg to differ from Professor Clark and suggest that 
a quack cannot usefully be defined as ‘‘ simply one who 
pretends to knowledge or skill which he does not possess ”’ 
without reference to medical qualification, because not only 
is proof of such pretence practically impossible to obtain, 
but the question as to who is to be authorized to convict 
anyone of the pretence is insoluble save by reference to 
some sort of ‘ qualification.” 

‘“* Quack,’”’ in my opinion, can only be the term applied 
by a body of people, qualified for healing work in a certain 
way, to others who attempt healing without this special 
qualification which they (the qualified) consider essential. 

In order to illustrate how impossible Professor Clark’s 
position becomes, I may remind him that he admits that 
such methods as that of Abrams may produce results, but 
only through a psychic process, thereby clearly showing that 
he has no suspicion that any ‘ followers of Abrams ”’ may 
agree with him on this broad issue; for he could hardly con- 
demn them as quacks if he thought they agreed with him, 


ru 
the 

otly 

now 
at 

hat 

pire 
be 

der 

hile 
the 

han 

eral 
the 
cti- 

med : 
but 

ion, 

ical 
The 
but 

ally 

ut a 

ary, 

the 

ne. - 

d in 

ving 

ans, 
the 
his 

ight 

ance 

sical 

hom 

<ins. 

his 
last 

e of “- 

‘kins 

1 by 

even 
very 

him. 
fully 
ams, 

of 
and 
the 

t as 

nate 

nany 

tiver 

prao- 

ll of 
owa 
the 

sonal 
Dr. = 

ston, 

nie & = 

‘ams, 
I do 

ct to 

enius 
tury, 
rams 

d by 
also 
ound 
and 


706 Oct. 15, 1927] - CORRESPONDENCE. 


Thus is afforded excellent proof of his imperfect know- 
ledge of the theories of certain doctors whom he calls 
“* quacks.’’ Personally I use Abrams’s method and believe 
in the psychic rationale of the system, although my con- 
ception of this rationale is probably widely different from 
that of Professor Clark. So possibly I am in favour. But 
what of those who do not explain the Abrams phenomena 
on a psychic hypothesis? There should be no difficulty for 
Professor Clark. He has illustrated very well his capacity 
for judging without obtaining full evidence in one instance. 
What is to prevent his doing so again? From his sweeping 
statement about the extravagances of the ‘‘ followers of 
Abrams,”’ it appears that he has not even cursorily read 
the only book on Abrams written by British doctors 
(Abrams’ Methods of Diagnosis and Treatment, published 
by Heinemann) ; for the writers of this book do not commit 
themselves to any special theory and are careful to 
repudiate all fantastic claims.—I am, etc., sien 
"London, W.1, Oct. 3rd. J. Kexeim Rew. 


Sir,—In the article with the above title in the Journa 
of October 1st appears the following sentence: 


The career of Hahnemann, however, is a striking example of 
the way in which a rebel against authority who commences with 
an appeal to reason ‘may finish by peg my, | a dogmatic faith 
even more absurd than the orthodox traditions he tried to explode. 


I presume that Professor Clark, the author of the article, 
is not here referring to Hahnemann’s teachings concerning 
dietetics, personal and municipal hygiene, the management 
of epidemics, or the treatment of the insane, as these 
teachings, revolutionary as they were in his time, are now 
accepted by the profession as a whole, although the part 
which he played is conveniently forgotten. 

Professor Clark is evidently referring to the principle of 
similars, and in referring to it in such terms he is himself 
filling the definition of a quack which he postulates at the 
commencement of his article—that is, one who pretends to 
knowledge which he does not possess. 

Hahnemann’s first publication on the principle of 
similars followed twenty years’ careful experimentation. 
He stressed over and over again the need for experiment, 
and repeated experiment. Surely in these scientific days 
it might be expected that those who attempt to refute his 
findings would base their refutation also on experiment. 

Those who, like myself, are experimenting daily with 
ample clinical material, and accept the principle of similars 
as a working basis in prescribing, do not “ challenge the 
findings of experimental science.’? On the contrary, we 
welcome them, but we cannot discover anything in those 
findings which controverts in the least the principle by 
which we are guided. Rather, indeed, is the converse true. 

Finally, Sir, might one be permitted to point out that 
at no time, either in your JouRNAL or in any other medical 
publication, has there appeared a scientific refutation of 
homoeopathy. You have steadfastly refused to print any- 
thing which has the appearance of supporting it, whilst 
you have admitted to your pages scathing references which 
are totally unsupported by any scientific evidence. Those 
who accept the principle make their appeal to experiment. 
If it is refutable, let it be so refuted. To act otherwise is 
to be guilty of intellectual dishonesty. 

I dare to hope that you wiil have the fairness to print 
this letter.—I am, etc., 

Liverpool, Oct. 1st. F. B. JULIAN, M.B., Cu.B., M.Sc. 


DEATH CERTIFICATION. 

Srr,—The Births and Deaths Registration Act of 1926 
has been in force now since July ist, and most of us in 
practice have had to fill in one of the new death certificates. 
Apart from having to fill in two certificates now instead of 
one as before, we have to watch our step warily in case we 
cross out the wrong ‘‘ did not ’’ or “ was held.” 

This I mention as a locumtenent of mine, in excess of 
professional zeal, crossed out the wrong ‘ not,’’ indicating 
thereby that a post-mortem examination was held. The 
result was the return of “informant,” greatly agitated, 
from the registrar’s; the hasty scribbling of a “ private ”’ 
certificate refuting the suggestion; and much grumbling 
all round. Again, the certificate was duly posted, but not 
delivered in time to the registrar, and this led to telephone 


messages from the exasperated friends. The registrar now 
informs me that I may hand the -certificate, firmly sealed, 
to the friends, as the Postmaster-General’s efforts at trans 
portation locally are unsatisfactory. 

The details of cause of death are supposed to be very 
private and confidential, yet the friends may obtain a copy 
of the certificate from the registrar for one shilling—or 
have I left out the sixpence? 

Again, when filling in cause of death we are advised to 
think backwards, but the end-result does not appear to me 
to differ materially from the ‘primary ’”’ and “ secondary” 
of the old certificate. 


Providence knows we are harassed enough with certificates _ 


of various kinds, but this latest outgrowth on the official 
tree of rare and refreshing fruit makes one long for a 
hatchet.—I am, etc., 
Vincent P. Norman, M.D., F.R.C.S.Ep, 
Bradford, Sept. 27th. 


MOBILE LABORATORIES IN THE WAR. 
Sir,—In your issue of October 8th (p. 660) Sir Robert 
Porter writes that certain statements made in the obituary 
notice of Adrian Stokes which you published the previous 
week ‘‘ have no historical basis as to fact.’?’ I had not the 


privilege of knowing Stokes before he came to Guy’s, so 


I had to depend upon information gained from various 
sources for what I wrote about his war services, and par- 
ticularly from Dr. J. A. Ryle, who lived in the same mess 
with him for more than two years, both before and during 
his services with the Second Army. I naturally took every 
precaution that the information should be trustworthy, 
and further investigation convinces me that my statements 
are accurate in every detail. There is no doubt that 
Stokes, through his own enterprise and initiative, dis 
covered the typhoid carrier in the Guards Brigade in 1914, 
thereby anticipating the functions of a mobile laboratory, 
which was not apparently then available to do the work, 
It was not implied that Stokes instigated the creation of 
mobile laboratories, but merely that he anticipated the 
idea. It was nowhere suggested, as Sir Robert Porter 
seems to think, that Stokes’s work in the Belgian epidemic 
was done during service with the Second Army. Dr. J. A. 
Ryle, who worked intimately with him at the hospital at 
Malassise near St. Omer, to which some 800 Belgian 
civilian cases of typhoid fever were evacuated, tells me 
how he witnessed from day to day the ready enthusiasm 
with which Stokes co-operated with the officers of the 
Friends’ ambulance unit and the sanitary officer of the 
Second Army, and the thoroughness with which he and 
his colleague, the late Cecil Clarke, worked in_ their 


laboratory to ensure that no civilian carriers should be- 


returned to the occupied areas to cause further danget 
to the troops. For these reasons the remarks concerning 
Stokes’s participation in this not unimportant episode of 
the war are fully justified. As Dr. Ryle has said, Stokes 
acted as “ an unofficial liaison officer,’’ for at this period, 
as well as later at the casualty clearing station, although 
employed in a specialist capacity, he was continully stimu 
lating all those with whom he came in contact, whether 
civilian or military, in their joint task of helping to pre 
tect the British forces from infectious disease. The hot 
pital at Malassise was not under the medical services of 
the Second Army, but it played a very important part m 
dealing with the typhoid epidemic amongst the civilian 
population in the early months of 1915, and no history 
the epidemic would be complete if it omitted to record 
invaluable services of the bacteriologists at that hospital 
—I am, etc., Arrnur F. Hurst. 
October 12th. (Writer of the Obituary Notice.) 


THE TESTING OF DISINFECTANTS. 
Sm,—Referring to our letter dated September 27th last 
(p. 614) we much regret that we omitted to state thereim 
that we were not the originators of the Rideal-Walker test, 
as stated in our letter of July 9th last (p. 79), which test 
was originated by Dr. Samuel Rideal, the father of one 


of us, and Mr. J. T. Ainslie Walker, to whom we tendéf 


our sincere apologies, and much regret our misstatement, 
Eric K. 


A, Scrver. 


—We are, etc., 
London, S.W.1, Oct. 27th. 
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HENRY EDWARD ARMSTRONG, D.Hy., 
Formerly M.O.H., Newcastle-on-Tyne. 

Ox October 5th there passed away Dr. Henry Edward 
Armstrong, the first medical officer of health for Newcastle- 
on-Tyne. He came of old yeoman stock, and was born in 
1843, at Chipchase Mill in the beautiful North Tyne Valley. 
On leaving Brampton School he served his apprenticeship 
at the Newcastle Dispensary, studied at the Newcastle 
College of Medicine (Neville Hall), and took the diploma 
of M.R.C.S.Eng,. in 1864, and that of L.S.A. in 1867. 

His first appointments were as resident medical officer to 
the old Newcastle Dispensary, City Road, and medical 
officer to the old fever house, the earliest of the provincial 
fever hospitals (1807). In 1873 the city council of 
Newcastle-on-Tyne resolved to appoint its first, and 
whole-time, medical officer of health, and after much 
formal calling upon electors, and interviewing by them, 
Armstrong was selected. He held office until the end of 
1912, when he retired on pension. 

Armstrong’s life history is indissolubly associated with 
the rise of sanitation in England, and 


Dr, Armstrong was mcdical officer of health to the Tyne 
Port Sanitary Authority from 1881 till 1896. He made 
various contributions to the literature of marine hygiene, 
the need for which mzy hardly be said to have been 
recognized in those days. His resignation was due to 
difficulties created for him by strong local interests as the 
result of his bold denunciation of the conditions on many 
ships sailing out of the Tyne. He was unbending in his 
honesty, and had the courage of his convictions, to which 
he adhered with fearless tenacity. 

With the late Dr. H. J. Yeld of Sunderland Dr. 
Armstrong was responsible for the founding of the 
Northern Counties Association of Medical Officers of Health 
in 1875. This died of inanition in 1882, in spite of the 
efforts of its energetic secretary. He was twice president 
of the Society of Medical Officers of Health—in 1889 and 
1890—and from 1891 till 1900 was president of its Northern 
Branch, which met in his offices for over thirty years. 
After the reconstitution of the society he was elected an 
Honorary Fellow in 1920. He was also a corresponding 
member of a number of foreign medical societies. Dr. 
Armstrong was a member of the British Medical Asso- 
ciation, and at the Annual Meeting at Newcastle-on-Tyne 

in 1893 he was president of the Section 


he was the intimate friend of such men 7 
as Buchanan, Thorne Thorne, Power, and f 
Murphy. 

In spite of intense prejudice and 
frequent opposition at first, Armstrong 
ultimately carried his council with him. 
When he first took it in hand Newcastle 
was an ancient city clinging desperately 
to the past centuries in its narrow 
stifling courts and acres of crumbling 
tenements, and its citizens lacked most of 
the amenities which are to-day regarded 
as the merest essentials of heaithful 
living. It is due to Armstrong’s pere’st- 
ence that practically all the old rooker‘ag 
are now swept away, and that Newcast'e, 
although it has an acute housing prob- 
lem of its own, has to-day singularly fow 
slums. 

Armstrong was well in advance of his 
time, and it is only necessary to g'cnce 
at his early reports to receive something 
of a shock on finding many of the newest 
ideas of to-day advocated by him (and 
probably laughed at!) forty years azo. 
In 1882 Newcastle obtained powers whch 
anticipated some of the most useful 
sections of the Public Health Acts Amend- 
ment Act, 1907—for example, that empowering the 
local sanitary authority to deal directly with condemned 
property, instead of having to refer to the magistrates. 

Armstrong was one of the earliest and keenest pioneers in 
the campaign against bovine tuberculosis in meat and milk, 
and as far back as 1862 Newcastle obtained powers, limited 
it is true, to deal with tuberculous milk. It was for many 
years his practice to condemn and seize the whole carcass 
of a food animal in which any visible evidence of tubercu- 
losis appeared, on the ground that there is no such thing 
as “localized ” tuberculosis, but that the disease germs 
must reach the sites of the various visible lesions through 
the circulation—a theory that has since been proved 
correct. He drafted a bill, long before John Burns’s Milk 
and Dairies Bill, that anticipated the essential principles of 
the latter, and went even further; but it was considered 
80 drastic at that time that no one dared take it up. 

n connexion with epidemiology Armstrong was among 
the first to study the influence of the tramp in the spread 
of disease, and his reports on small-pox and vagrancy in 
1893 and 1904 provided much new information which had 
been laboriously collected. The City Hospital for Infectious 
Diseases was opened in 1888, and has served as a model 
oer many a fever hospital elsewhere. In it a proper service 
o* nurses was substituted for the attendants in the old 
fever house, whose sole qualifications for appointment were 
that they should have had “ the typhus,” and that they 
should be of sober habits, is a 


H. E. Armstzxone. 


Photograph by James Cacon and Sons, 
‘ Neweastle-on-Tyne.) P 


~seet of Public Medicine, and opened a dis- 
cussion on cholera, 

Dr. Armstrong was intimately asso- 
ciated with the University of Durham 
College of Medicine; from 1878 to 1887 
he was its honorary secretary, and was 
subsequently a governor. He was lecturer 
on botany from 1873 till 1877, and on 
hygiene, and infectious diseases, from 
1877 till 1912. He had high ambitions 
for the College, and was chiefly instru- 
mental in bringing it about that the 
University of Durham was the first to 
grant a degree in hygiene. He himself 
was the first recipient of the D.Hy., con- 
ferred on him, honoris causa, in 1891. 

Armstrong had strong literary tastes, 
and was a scholarly and widely read man; 
himself a purist in style, a piece of 
slovenly composition in the report of a 
subordinate would cause him acute irrita- 
tion. He was methodical and precise in 
his work, and insisted upon absolute 
accuracy and punctiliousness in all office 
affairs. He dabbled in music and art, 

- was a keen photographer, an enthusiastic 
angler, and a well travelled man. At 
the age of 65 he took up roller-skating, 

and spent much of his spare time for some years 
subsequently in that vigorous pastime. He was an 
excellent raconteur, with a strong sense of humour, and 
there never was a more delightful host. He was hard- 
working, energetic, and impulsive, and a fair dealer. He 
was loyal to his friends, and kindly and considerate to those 
under him; he had the warm affection of his staff, and 
his was always a ‘‘ happy” department, no matter what 
troubles assailed it from without. 

We who knew him only in his later years are perhaps a 
little apt now to forget his active and successful career, so 
short is our memory of men once they drop out of their 
accustomed places. But he who has just gone to his long 
rest was by no means the least of the stalwart pioneers 
of the latter half of last century who, by their patience and 
tenacity, gained so much that has made life more comfort- 
able and more secure for us and for succeeding generations. 

H. K. 

Sir Toomas Oxrvrr writes: 

By the death of Dr. Henry Armstrong the last link in 
the chain of a particular generation of teachers in the 
College of Medicine has been severed. Retiring from the 
post of medical officer of health for the city in 1912—an 
appointment which he had held for thirty-nine years—he 
found great pleasure in the books of hiz well chosen library 
and by remaining in touch with the hygiene problems of the 
times, largely through the friendly association which existed 


between himself and Professor Kerr, who succeeded him in 
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the health appointment of the city. A few years ago it was 
apparent that the physical changes incidental to advancing 
years were making silent encroachments upon his frame 
and were limiting his capability for outdoor exercise. He 
thus gradually fell out of the ranks, but he always had a 
warm welcome for any friend who went to see him. By this 
means his interest in passing events was kept alive. 
Before his appointment as lecturer on public health in 
the College of Medicine, Armstrong for a few years dis- 
charged the duties of the chair of botany. When I became 
connected with the College of Medicine at the close of the 
late seventies there were on its council George Yeoman 
Heath, Philipson, Gibb, Arnison, Page, Gibson, McBean, 
Luke Armstrong, and Henry Armstrong, and there had 
just been introduced into the College men of a younger 
generation—namely, Drummond, Murphy, and Mears. At 
that date the College of Medicine was adjacent to the 
Mining Institute in Orchard Street, and its secretarial 


duties had been entrusted to Dr. Henry Armstrong, who - 


was scrupulously careful in recording the minutes of the 
' meetings and conducting the special affairs of the College. 
When im 1873 he became medical officer of health for 
Newcastle-on-Tyne the public health movement had only 
recently taken shape, and he felt that a large field of 
usefulness lay in front of him, and that it could only be 
tackled by an all-time appointment. His _ residential 
position at the dispensary, and that of visiting physician 
to the Fever Hospital, gave him opportunities, not only of 
seeing and treating the various types of epidemic disease, 
but of studying disease generally. On relinquishing the 
dispensary appointment he became medical officer of health 
to the River Tyne Port Sanitary Authority, and a few 
months afterwards was made medical officer of health for 
the city. At that date typhus fever was not an uncommon 
endemic in our large seaport towns, and to this as it 
affected Tyneside Armstrong devoted considerable attention. 
Armstrong was painstaking in the preparation of his annual 
reports; he was a stickler for accuracy and persistent in his 
opinions, which were frequently disputable. When, through 
his agency, notification of epidemic disease became com- 
pulsory, it was resented by a considerable portion of the 
medical profession of the city, but the medical officer of 
health dealt with the opposition in a tactful and successful 
manner. He was patient with and most willing to assist 
medical practitioners, especially the younger men, by placing 


his services at their disposal and by helping them in doubtful . 


cases. 

In his early years he was a keen angler, and for many 
summers in succession he made his way to the North of 
Scotland, his companions in sport being Dr. Wilson, 
formerly of Newcastle, and the late Thomas M. Dodd and 
Dr. Calcott. Dr. Armstrong wrote several songs in praise 
of angling, some of them of considerable merit. ' 

On October 8th his body was laid to rest in Benwell 
churchyard beside that of his wife, who predeceased him 
by many years. The funeral was attended by the Lord 
Mayor of Newcastle-on-Tyne, by several of the city 
councillors and officers of the health department, also by 
the president, professors, and lecturers of the College of 
Medicine. Professor Kerr and Dr. Ranken Lyle were 
unavoidably absent from the memorial service. 

Armstrong left two daughters, one married to Dr. Henry 
Davison of Wylam-on-Tyne, and the other to Mr. Wynter 
Blyth, son of one of his old friends. 


HENRY BRUNTON ANGUS, M.B., M.S.Durnam, 
F.R.C.8.EnG., 

Emeritus Professor of Surgery, University of Durham College of 
Medicine ; Honorary sulting Surgeon, Royal Victoria 
Infirmary, Newcastle-on-Tyne. 

Mr. Henry Brunton Aneus died on October 4th, 1927, at 
his residence, 5, Eslington Road, Newcastle-on-Tyne. For 
more than a year he had been in failing health, and for 
many months the shadow of his appfoaching end, which 
from the nature of his illness seemed inevitable, had lain 
on the hearts of his friends. A man of strong physique 
and commanding presence, his tenure of life might have 
been expected to be long, and his death at the early age 
of 59 years, although long awaited, has come with an 

element of shock to his colleagues. 


Professor Rutherford Morison, in 1921, was elected to the 
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Henry Brunton Angus was born on December 7th, 1867, 
He was the son of James Ackworth Angus, a well know, 
Newcastle medical man. He was educated at the Newcastle 
Royal Grammar School, and afterwards became a student 
at the Durham University College of Medicine in Newcastle, 
taking the degrees of M.B., B.S. in 1890. Making mp see, 
his mind early to take up surgery, he worked for the val 
Primary Fellowship, and to this end took out courses of f° His 
study at St. Bartholomew’s Hospital and at Cambridge, at 
In 1891 he obtained the diploma of M.R.C.S., L.R.OP 
Lond.; in 1900, the degree of M.S.Durham; and in 1902, ‘f ah 
the diploma of F.R.C.S.Eng. A keen anatomist, he wag iether 
for some time a demonstrator of anatomy at the Colleg ‘ tho 
of Medicine, Newcastle. Beginning in 1891 as house i . 
surgeon, he was continuously associated with the Royal 
Victoria Infirmary, Newcastle-on-Tyne, until his resignation 
in April last on account of ill health. In his earlier year fo hi 
he served as resident medical officer at the Newcastle vd * 
Dispensary, and as resident house-surgeon at the Southport iy é 
Infirmary and Dispensary. At the Newcastle Infirmary he 
was appointed an assistant surgeon in 1896, and became a - 
a full surgeon in 1905. On his resignation, in recognition + ~ 
of his services to the hospital he was elected an honorary §'* ™ 
consulting surgeon. At the Newcastle Infirmary he was w ithe 
a conscientious member of various committees, and devoted fon ow 
his time unsparingly to matters relating to the general va 
management of the institution. He was honorary com a 
sulting surgeon to the Thomas Knight Memorial Hospital . Ta 
at Blyth. At the College of Medicine he was appointed §‘?° 


lecturer in surgery in 1909, and on the resignation of and 
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chair of surgery. When his illness caused him to resign 
the chair he was elected an emeritus professor of surgery. 
In 1910 he became a member of the Senate of Durham 
University, and from 1919 onwards was a member of the 
Council of the College of Medicine. An active member d 
the local medical societies, at which he was often to bh 
seen, he had held the office of president of the Newcastle 
Clinical Society and of the Northumberland and Durham 
Medical Society. He was a loyal member of the Durham 
Medical Graduates’ Association, and had filled the offices 
of sec and president. 

At the Newcastle Meeting of the British Medical Associa 
tion in 1921 Professor Angus was vice-president of the 
Section of Surgery. 

Throughout the t war he did good work as a surgem 
at the Ist Hospital, in Newcastle, and 
held the rank of lieutenant-colonel. 

As a surgeon he was a striking example of a man wh, 
having determined to specialize in surgery, and although, 
by constitution and temperament, not readily taking & 
academical study, by sheer determination and steady 
application not only obtained the highest diplomas 
but made himself a most competent practical surgeom 
Faithful and devoted in his hospital duties, the institution 
which he served so long always had the first claim on his 
time. The hospital, its staff and students, formed the 
main interest of his life, and this not only in his work, 
but also in his recreations. His colleagues on the staff fed 
his loss keenly, for by all he was implicitly trusted, and 
to many of them he was a dear and intimate friend. He 
was a sound general surgeon, thorough and methodical #@ 
all his work. The surgery of the bones and joints 
interested hiim particularly, and of late years he exercised 
his skill in this direction as a surgeon to the Newcastle 
Pensions Hospital. By precept and example he was alwags Hospita 
striving to improve the treatment of fractures in My, RC 
accident room and wards of the Infirmary. tly 

In private work he held the confidence of the public ant M 
of a large circle of practitioners. The son of a doctor, he}; 
had strict views on ethical conduct, and was punctiliow 
in his dealings with his professional brethren and patients 
An expert in medico-legal work, as it relates to injure») 
under the Workmen’s Compensation Act, his help wa 
often sought in the courts, where his reputation fit 1029 
wide surgical knowledge and absolute fairness gave Sheffield 
weight to his testimony. livers; 

His surgical writings are characterized by the sam@@iyy " 
thoroughness and accuracy that marked all that he undef oo 


took. Most of his papers are to be found in the pages of og 
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jhe local medical journals and in the Durham University 
College of Medicine Gazette. To the British Medical 
Journal he contributed, in 1912, ‘‘ A method of treating 
damaged intestine without resection ’’; and to the Lancet, 
in 1913, ‘‘ A case of subcortical cerebral tumour—tuber- 
culous—successfully removed.”’ 

His unaffected manliness made a strong appeal to 
successive generations of students. A good sportsman him- 
self, he was a keen supporter and’ advocate of all manner 
of athletics. Jealous for the success of college teams, he 
was always ready to encourage and quick to admonish if 


self a notable example of the mens sana 
in corpore sano, his persistent sympathy 
with every form of student activity earned 
for him a well deserved popularity with 
undergraduates. 
By the death of Mr. Angus the pro- 
fession in the North has lost a dis- 
tinguished ornament and Newcastle one of 
its most loyal sons. Many of us have 
was quever known our college and_ hospital 
ted without his stalwart figure, and we will 
miss his kindly smile and cheery 
greeting. © Modest in the expression of 
ital his opinions, he could be blunt and out- 
ted spoken when the occasion demanded. 
af Never failing in an old-world courtesy, 
the he was respected by afl for his almost 
Bboyish candour and a downright straight- 
ne forwardness and honesty. Free and open 
TY: Bin his nature, he was endowed at the same 
the time with a gift of dignity that kept 
familiarity. He had a wide cirele 
he of friends, both in the profession and out 
stle of it. Though a hard worker, he could 
always find time for play. In his youth 
he was a prominent Rugby footballer, 
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Jesmond Parish Church. His remains were followed from 
his residence to the church by a large number of his 
colleagues of the college and hospital staffs and a gathering 
of students. The church was filled with a sympathetic con- 
gregation of mourners drawn from all ranks and classes, 
including doctors, nurses, and laymen. A number of his 
patients from the Pensions Hospital, in hospital blue, were 
present. After the service hig remains were taken to 
Darlington for cremation. . 

It is on a note of affection for a loyal colleague and, 
friend that we would bring this record of a well spent 


he thought the standard of achievement was falling. Him- | life to a close. The sympathy of all who knew him will 


go out to his widow and his two daughters, 
A. P. 


Sir Tuomas Oxiver, consulting phy- 
sician to the Newcastle Infirmary, has 
been good enough to send the following 
tribute to the memory of Professor Angus: 

The passing of this well known and 
much esteemed surgeon on October 4th, 
although not unexpected from the many 
months of indifferent health it was known 
he was experiencing, owing to a pro- 
gressive form of anaemia, has cast @ 
gloom over the medical profession of the 
city. Of a bright and happy disposition, 
fond of sport, of which golf and fishing 
were in recent years most followed, Mr. 
Angus manfully fought the malady which 
was silently undermining his physique and 
undoing his strength. During his long 
illness there occurred from time to time 
those remissions which are characteristic 
of the malady, and which temporarily 
raised the hopes of his family and friends. 
In my friendly visits to him I never found 
him dispirited nor broken. His courage 


a and later employed his leisure in golf, (gy the courtesy of the “Neweastle Was an example and a discipline, and will 
fishing and shooting. Indeed, until Daily Journal.’’) remain a memory. He was one of my 


his last illness overtook him he was 
remarkable for youthfulness of both body and mind. 
Just a week before his death he was made the recipient 
of a presentation from his colleagues on the hospital staff on 
the occasion of his retirement. At a largely attended meet- 
ing of the House Committee of the Royal Victoria Infir- 
mary, two days after his death, tribute was paid to his 
work for the hospital and to his character by Mr- R. G. E. 
Mortimer, the vice-chairman, and by Mr. Martin, chairman 
of the staff. Both speakers referred in feeling terms to the 
loss the hospital had sustained, and spoke of his unswerving 
loyalty and transparent honesty. 
A striking evidence of the high esteem in which he was 
held by the public and the profession was seen in the large 
attendance at a memorial service held on October 7th at 


Ee 


old pupils, so I followed with considerable 
pleasure and pride his progress from the time he held his first 
professional appointment as resident medical officer to the 
Newcastle Dispensary. I often thought that the occupancy 
of this post was of great assistance to Angus in subsequent 
years, when he had given himself solely to the practice of 
surgery. Angus was a popular teacher and a sound and 
reliable clinician. A good operator, his services were much 
in request and were appreciated, alike by his professional 
brethren and by the friends and relatives of those to whom 
he had had occasion to minister. He was perfectly straight 
in all his dealings with his fellow men; he won and 
retained the respect of all with whom duty or a friendly 
gathering brought him into contact. To the widow and 
her two daughters the sincerest sympathy is extended. 


WILLIAM SMITH PORTER, M.D., 
Consuliing Physician, Sheffield Royal Infirmary and 
Sheffield Royal Hospital. 

We regret to record the death ef Dr. W. S. Porter at 
Sheffield on October 5th. His father was a practitioner in 
Sheffield, where he was born in 1855. After studying 
medicine at the Leeds Medical School, King’s College 
Hospital, and Durhain University, he obtained the diplomas 
MR.C.S.Eng. in 1878 and the L.R.C.P.Lond. in 1879, 
graduated M.B.Dunelm in the same year, and proceeded 
M.D. as gold medallist in 1881. During his student days 
m London he acted as dresser to Lord Lister. 
Dr. Porter commenced practice in Shefficld, and was 
4ppointed to the staff of the Sheffield Dispensary, now the 
Royal Hospital. In 1887 he became physician to the 
Sheffield Royal Infirmary, from which post he retired in 
He lectured in medicine and physiology in the 
efleld University College prior to the foundation of the 
hiversitv. He took an active part in the Sheffield 
Medico-Chirurgical Society, and when honorary secretary 
dg” 1890 he travelled with the late Dr. Duncan Burgess to 

Berlin to investigate and report on Koch’s work on tuber- 
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culosis. He was subsequently elected president of the 
society. In 1890 he was one of the first to draw atten- 
tion to the prevalence of lead poisoning in Sheffield; this 
was subsequently traced to the water supply. During the 
war he served on the staff of the 3rd Northern General 
Hospital, with the rank of lieutenant-colonel. 

When the British Medical Association met in Sheffield in 
1208 he was invited to edit the Handbook of the meeting, 
which work he undertdok with great enthusiasm and did 
extremely well. He wrote the general introduction dealing 
with the principal events of the city’s history, and also 
acted as chairman of the Local Publications Subcommittee. 
He was an authority on the archaeology of Sheffield and the 
surrounding district, and published many valuable papers 
on this subject. In 1926 he was president of the Sheffield 
Literary and Philosophical Society, and a lecture he 
delivered was published afterwards under the title of 
““ Notes from a Peakland parish.’? This was based on his 
research into the history of the village of Hope in Derby- 
shire, where he had resided for many years. Dr. Porter 
had been president of two other local societies, the 
Sheffield Microscopical Society and the Sheffield Press Club. 
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In his early days he was a keen Alpine climber, and until 
recently his fayourite recreation was long walks over the 
Derbyshire hills and moors. 


- A Coueacue writes: By the sudden death of Dr. W. S. 
Porter the medical profession of Sheffield has lost one of 
its oldest and most respected members; his loss will be 
felt most keenly. By common consent he stood for and 
personified the highest ideals of our profession. A man 
of wide general culture, the soul of honour, a model of 
courtesy and kindly consideration for patients and colleagues 
alike, he possessed in an eminent degree all those qualities 
of mind and heart which go to make an English gentleman. 
Those who can look back to the days when he was their 
chief, and later their colleague, at the Royal Infirmary, 
think of him with very great affection; and during the 
later years of his life, after his retirement from the active 
work of the hospital, his help and advice were often sought 
by his professional brethren, when difficulties had to be 
straightened out, or decisions made, with the certain 
knowledge that the help and advice he gave would be 
based upon wide experience, sound judgement, and, above 
all, a disinterested love of truth and right. We revere his 
memory, and his death recalls to the mind of the writer an 
epitaph on the tomb of a doctor of old time, whose high 
character was commemorated on the walls of the cathedral 
near which he lived, as one ‘‘ qui Rem Medicans in hoc 
clauso et civitate adjacenti per quinquaginta annos probe 
ét feliciter exercuit.’ 


. Dr. Newcome Wuitetaw Bovurns died on October 2nd 
at Wincanton, after an illness of nine months. He was 
born at Carrick-on-Shannon in 1852, and received his 
medical education at St. Bartholomew’s Hospital. He took 


the diploma of M.R.C.S. in 1879, that of L.R.C.P.Ed. in- 


1880, and the degree of M.D.Brux. in the same year. 
At St. Bartholomew’s Hospital Bourns learnt from the 
senior anaesthetist, Mills, the administration in sequence 
of nitrous oxide, ether, and chloroform, which he adopted 
in hospital and private work with great success and with 
remarkable safety to patients. After settling in South 
Kensington he was appointed anaesthetist to the Cancer 
Hospital, and in 1887 became the first regular anaesthetist 
to Westminster Hospital. With these duties he combined 
private practice, and his competence and pleasing manner 
were highly appreciated by his many patients. On retiring 
he joined some long-standing friends in Somersetshire, 
where in the Blackmore Vale he had scope for his hobbies, 
particularly gardening and _ shooting. An unfortunate 
motor accident laid him-by for a year, but he recovered 
to enjoy life again. : ; 


Gnitersities and Colleges. 


UNIVERSITY OF LONDON. 
MATRICULATION EXAMINATION. 


Ar the Rater matriculation examination of the University of 
London passed in the first division and 413 in the second 
=— in addition 25 took the supplementary certificate in 


UNIVERSITY COLLEGE. 


A public lecture, with cinematograph illustrations, on the static 
reflexes of Maguus—'* How animals get right-way-up and keep so” — 
will be delivered by Professor Arthur J. Hall, M.D., on Tuesday 
next, October 18th,at5p.m. The chair will be taken by Dr. F. M. R. 
Walshe. The lecture will be given in the Physiology Theatre 
coeryged Gower Street). It is open to the public without fee or 

cke 


Kin@’s COLLEGE. 


Dr. Duncan MacCallum Blair, lately lecturer on regional 
anatomy in the University of Glasgow, has been appointed 
Professor of Anatomy at King’s College, London, in succession 
to Professor KE. Barclay-Smith, retired. Professor MacCallum 
Blair gave an inaugural lecture at King’s College last week 
entitled *‘ The Brothers Hunter—a landmark in anatomy.” His 
main thesis was that the abiding lessons of Hunterian anatomy 
were twofold: first, theirs was a living anatomy—form was 
studied in an effort to elucidate function; secondly, John and 
William Hunter gained their knowledge of form and function by 
repeated direct observation and careful experiment in both human 
aud comparative auatomy. They established anatomy as an 


— 

experimental scieuce. When the Hunterian principles haf Ti 
dropped out of sight theu avatomy had suffered; if it was & ship 
remain a living progressive science it must be pursued in th the | 
spirit of the brothers Huuter. the 
Squa 

follo 

| 
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Dr. DoroTHy C. LOGAN (‘Miss Mona McLennani"){ tions 
succeeded in swimming across the Channel from Cap Gris-neg with 
to Folkestone during the night of October 10th, her time being} peen 
13 hours 10 minutes, which establishes a ‘‘record’’ for women} paad 
Channel swimmers. The shortest time in the case of mag copii 
swimmers is 11 hours 5 minutes, which was taken ‘ogy 
G. Michel in September, 1926. Dr. Logan graduated MBI geio! 
B.8.Lond. in 1912, and proceeded M.D. in 1915. She hold the < 
appointments at King’s College Hospital, the London Tem. giver 
perance Hospital, and the Mothers’ Hospital at Clapton, and 3 p.m 
is a member of the British Medical Association. at th 
THE annual meeting of Fellows and Members of the Royalf May 
College of Surgeons will be held at Lincoln's Inn Fields qj place 
Thursday, November 17th, at 3 p.m. ‘ _ 
THE Chadwick Trustees announce that the second ann medi 
Malcolm Morris memorial lecture will be given by Dr. W.@ Hosp 
Savage in the Hastings Hall of the British Medical - Associa: chest 
tion’s House, ‘l'avistock Square, on October 17th at 5.15 p.m, near 
Dr. Savage has chosen food poisoning for his subject. Qn Nove 
October 27th Mr. W. Hales, curator of the Chelsea Physic Hosp 
Garden, will give a Chadwick lecture on tropical vegetation Hosp 
and some of its uses to man; Major H. Barnes will lec dizea: 
twice in November on the history of housing, and early Hosp 
December Professor Lelean will give a dissertation on of the 
mind and health. awe 
THE thirty-ninth Congress and Health Exhibition of thf pe yj 
Royal Sanitary Institute will be held at Plymouth from Juy— yoons 
16th to 2lst, 1928, under the presidency of Viscount Aston) the a: 
At the meeting of the Royal Sanitary Institute on Friday, subje 
October 28th, in the council chamber, Town Hall, Newcastle§ of th), 
on-Tyne, discussions will take place on the influence d§ acute 
overcrowding upon tuberculosis, with special reference to acute 
new housing schemes; on the new Factories Bill, and on tione 
-smoke problem on Tyneside. The chair will be taken af anq f 
4.30 p.m. by Dr. Charles Porter. Royal 
THE Lancashire and Cheshire Society for the Permanen THE 
Care of the Feeble-Minded will hold its annual meeting it} discus 
the Manchester Town Hall at 3.30 p.m. on Friday nexh} of the 
October 2ist. Persons interested are invited to attend, 9 p.m. 
THE West Riding Association of Graduates of the Univer 1 
sity of Edinburgh will hold its annual general meeting atthe} Tur 
Great Northern Station Hotel, Leeds, on Friday, November Noven 
4th, at 6.30. It will be followed by the annual dinner, a] of the 
which Professor Edwin Bramwell, M.D., professor of clinical THE 
medicine in the University of Edinburgh, will be the guest Livery 
of the society. Further particulars can be obtained from the} pj.) Oo} 
honorary secretary, 33, Manor Row, Bradford. and Li 
AT a meeting of the Royal Microscopical Society at%) to the 
Hanover Square,'on October 19th, at 8 p.m., Dr. A. J. Grow} been b 
will describe a simply made hot plate for flattening parafllt] the e, 
sections. A paper on stereoscopic vision with the microseop} the pa 
will be read by Dr. Oskar Heimstadt, and Professor Pail] be obt 
Vonwiller will discuss the application to living organisms@§ 13, Ro 
microscopy with incident light. THE 
A MEETING of the Society of Superintendents of Tuber} co-oper 
culosis Institutions will be held at 122, Harley Street, @} for me 
Friday, October 21st, at 3p.m. Dr. J. Graveseu, of Copeb} ptincip 
hagen, will speak on the surgical treatment of tuberculosis during 
of the pleura, and Dr. Kennon Dunham, Cincinnati, will readj on Sun 
a paper on various types of tuberculous lesions, as seen upe Vos, 
an g-ray plate, in the child and the adult, with lantemj and ot} 
illustrations. vil 
THE courses of lectures at the Royal Institution durigg Farthe 
November and December will commence on November 
at 5.15 p.m., with the annual course of three Tyndall Jectures ay 
which will be delivered by Sir John Herbert Parsons on the TH a 
subject of Light and Sight. On November 22nd will be give Lon _ 


the first of four lectures’ by Sir William Bragg on a y 


work in x-ray crystal analysis. The Christmas lectures @ oben 
juveniles will be delivered by Professor E. N. da C. An “phe t 
on “ Engines,’’ commencing on December 23th at 3 p.m. ites ; 


THE St. Thomas’s Hospital old students’ dinner will 
held on Friday, October 28th, at 7.30 for 8 o'clock, at St ¥, 


Thomas’s House, Lambeth Palace Road—the new reside College: 
club for students which was opened by the Archbishopeg p, ¢: di 
Canterbury last April. ‘The chair will be taken DY 
Charles Ballance, consulting surgeon to the hospital. & ch 


haf THe opening lecture of the series arranged by the Fellow- | responded for the Royal College of Surgeons. The toast of 
of ghip of Medicine on practical hints on medicine, surgery, and | ‘‘ The Guests ’’ was in the capable hands of the Junior 


the specialties will be given by Sir Humphry Rolleston at 
the Medical Society’s House, 11, Chandos Street, Cavendish 
Square, W., on Monday, October 17th, at 5 o’clock. The 
folowing demonstrations have been arranged by the Fellow- 
ship. On October 19th, 4 p.m., Mr. Davenport, Central London 
Ophthalmic Hospital; October 20th, 3 p.m., Mr. Attwater, 
Mr. Ainsworth-Davis, Mr..Coyte, and Mr. Loughnane, All 
Saints’ Hospital; October 2lst, 3 p.m., Dr. Bernard Myers, 
Royal Waterloo Hospital; all these lectures and demonstra- 
tions are open to members of the medical profession, 
without fee. An all-day course in diseases of children has 
been arranged from October 17th to 29th by the staffs of the 
Paddington Green Hospital and the Victoria Hospital for 
Children. On October 17th a two weeks’ course in gynaeco- 
‘ogy will be given at the Chelsea Hospital for Women. From 
October 24th to November 5th a series of demonstrations on 
the diagnosis and treatment of diseases of the eye will be 
given by the staff of the Royal Eye Hospital, Southwark, at 
3p.m. A two months’ comprehensive course is in progress 
at the National Hospital, Queen Square, of which any part 
may be taken separately. The following courses will take 
place during November: two practitioners’ courses, Hampstead 
General Hospital, October 3lst to November 12th, and London 
Temperance Hospital, November 2lst to December 3rd; 
medicine, surgery, and gynaecology at the Royal Waterloo 
Hospital, November 14th to December 3rd; diseases of the 
chest at the Brompton Hospital, November 7th to 12th; 
neurology at the West End Hospital for Nervous Diseases, 
November 2lst to December 17th; urology at St. Peter’s 
Hospital, November 14th to 26th; proctology at St. Mark’s 
Hospital, November 28th to December 3rd; and venereal 
diseases, October 3lst to November 26th, at the London Lock 
Hospital. Syllabuses, etc., may be had from the Secretary 
of the Fellowship of Medicine, 1, Wimpole Street, W.1. 

STARTING on Uctober 25th lectures and demonstrations will 
be given at the Royal Northern Hospital on Tuesday after- 
noons, at 3.15 p.m. There will also be an intensive course in 
the afternoons during the week, November 21st to 25th ; the 
subjeets to be dealt with include: the epilepsies, tuberculosis 
of the genito-urinary tract, ringworm, recent work on the 
acute specific fevers, head injuries, failed forceps cases, and 
acute ear infections. Both courses are free to medical practi- 
tioners. Details will appear in our Diary column each week, 
and further information may be obtained from the dean, 
Royal Northern Hospital, Holloway, N.7. 

THE Hunterian Society of London will hold two general 
discussions before Christmas. The first, on the legal perils 
of the doctor, will take place on Monday, November 7th, at 
9p.m., in Cutlers’ Hall. The second, on backache, will follow a 
dinner at Simpson’s Restaurant, Cheapside, on December 5th. 


THE Society of Public Analysts will hold a meeting on 
November 2nd at St. Mary’s Hospital, Paddington, by invitation 
of the Pathological Institution there. 


THE Liverpool Annual Medical Service will be held in 
Liverpool Cathedral on Sunday, October 16th, at3 p.m. The 
Bishop of Chester will be the preacher, and the Lord Mayor 
and Lady Mayoress will attend ; the collection will be given 
at %) to the Royal Medical Benevolent Fund. The service has 
grove} been held each year since the beginning of the century (with 
rafla} the exception of one year during the war). Tickets for 
scope} the part of the cathedral reserved for the profession may 

Pail] be obtained from the honorary secretary, Dr. John Owen, 
13, Rodney Street, Liverpool. 

THE council of the Royal Institute of Public Health, in 
Puber} Co-operation with Alpine Sports, Ltd., has arranged a tour 
at, OF for medical practitioners and their relatives to visit the 
oper} Principal Swiss stations for the treatment of tuberculosis, 
alesis} during the Christmas holidays. The party will leave London 
| real] On Sunday, December 18th, and visit Zurich, Chur, Arosa, 
, upott Davos, and St. Moritz. Christmas Day will be spent at Maloja, 
yntemmy and other places to be visited include Milan, Montana, and 

leysin. It is estimated that the inclusive cost of the tour 
Will be about £23 second class rail, or £28 first class. 
Further information may be obtained from the honorary 
Secretaries, the Royal Institute of Public Health, 37, Russell 
Square, W.C.1. 

THE Master’s Day dinner of the Society of Apothecaries of 

ndon was held in the hall of the Society at Blackfriars on 
october llth, the Master, Dr. R. Whiteside Statham, J.P., 
b king the chair. In proposing the first toast of the evening, 
an Health of the Master,” the Senior Warden, Lieut.- 

: lonel C. T, Samman, referred to the distinguished connexion 
of the Statham family with the Society, a point to which the 
ee subsequently returned. The toast of ‘* The Royal 
> lleges ’” was proposed by the Master in a humorous speech ; 
« Sidney Phillips, replying for the Royal College of Phy- 
| ‘clans, referred to its present situation in space as the centre 

& circle of continuous motion, while Mr, F. J. Steward 


Warden, Dr. H. J. llott. Sir James Berry, President of the 
Royal Society of Medicine, replied, gently twitting his fellow 
guest, Sir Henry Curtis. Bennett, K.C., who, after satis- 
factorily establishing the claim of the legal profession to the 
appellation ‘ learned,’’ commented on the sympathy for 
humanity in distress which resulted from the work of both 
the medical and legal professions. Admiration was generally 
expressed at the great improvement in the appearance of 
the handsome hall of the society, as the result of recent 
cleaning and restoration measures. 

THE Grand Council of the British Empire Cancer Campaign, 
at its meeting on October 10th, made a grant of £500 to 
St. Mark’s Hospital, London, for the continuation of special 
investigations into cases of cancer. Reports were received 
on the progress of the organization of the United Lancashire 
and Cheshire appeal for funds. further to develop cancer 
research at special research centres at Liverpool, Manchester, 
and Chester. The High Commissioner for Australia (Sir 
Granville Ryrie, K.C.M.G.) was elected a member of the 
Grand Council as the representative of the University of 
Sydney Cancer Research Committee, which is affiliated to 
the campaign. It was reported that the Governor of Queens- 
land (Sir John Goodwin), had become a patron of the Cancer 
Campaign Committee being formed in that State, and that 
the Federal and State Governments had each given £5,0C0 to 
the fund. 

Dr. ARTHUR HASTINGS BosTOCK has been chosen as the 
Mayor of Chichester for the ensuing year. He was a member 
of the City Council some years ago, but not at the present 
time, so that his choice to be mayor is all the greater com- 
pliment. He is surgeon to the Royal Sussex Hospital at 
Chichester, for which a centenary extension scheme is in 
contemplation. Dr. Bostock, who was once. house physician 
to St. Bartholomew’s Hospital, served as a civil surgeon in 
South Africa in 1900, and was attached to the R.A.M.C. 
in France during the war. His father, also a medical man, 
was twice mayor (1884 and 1891). 

PROFESSOR H. R. KENWOOD, C.M.G., who recently retired 
from the office of medical officer of health for Stoke Newington 
after thirty-three years’ service, was entertained on October 
8th by the members and officers of the council and friends ata 
complimentary dinner and was presented with an illuminated 
address. 

Dr. W. PRINGLE MORGAN, who recently retired after forty- 
one years of practice at Seaford, has been presented at a 
public meeting with an inscribed silver salver. Mrs. Morgan 
received a tortoiseshell toilet set, Miss Morgan a gold 
wristlet watch, and a joint gift to Dr. and Mrs. Morgan 
consisted of a silver tea service. Dr. Morgan was president 
of — Sussex Branch of the British Medical Association 
in 

THE programme of the congress known as the Journées 
Médicales d’Egypte, which is to be held at Cairo from 
December 15th to 24th, will include a variety of discussions 
on diseases in temperate and tropical countries. There 
will be sixteen sections—namely, ophthalmology, medicine, 
surgery, bacteriology, urology, gastro-enterology, hygiene, 
pharmacy, parasitology, dermatology, oto-rhino-laryngology, 
pediatrics, obstetrics, neurology, tuberculosis, and veter- 
inary medicine. Papers will be read on alimentary troubles 
in infancy; heliotherapy in pulmonary tuberculosis; the 
treatment of diabetes ; the blood groups in biology and medi- 
cine; liver abscess ; the serology and prophylaxis of leprosy ; 
malaria; trachoma; and Malta fever. The languages of the 
congress will be English, French, German, Italian, and 
Arabic. An international exhibition is being arranged, and 
among the excursions is a visit to Luxor and Assouan. 
Further details of the congress, and the special facilities 
available for travel, may be obtained from the general secre- 
tary, Dr. Zeitoun, 32, Rue Gay-Lussac, Paris, V°. 

THIS weck’s issue of the Autocar is greatly enlarged and 
contains a stand-to-stand guide to the cars now on view at 
the Olympia.Motor Show. Advance details are given of all 
the new models for 1928, together with plans showing the 
positicn of every exhibit and a price classification of cars. 

PROFESSOR T. SHENNAN, of Aberdeen University, has 
prepared a new edition of his book, Post Mortems and Morbid 
Anatomy, which has been out of print for some time. It will 
be published during October by Messrs. Faber and Gwyer. 
The book has been enlarged to make it a textbook of special 
pathology as well as a manual for use in the post-mortem 
room. 

Messrs. J. AND A. CHURCHILL announce for early publica- 
tion a volume entitled Recent Advances in Tropical Medicine, 
by Sir Leonard Rogers. 

A REVISED and enlarged edition of Dr. Dan McKenzie’s 
Diseases of the Throat, Nose and Ear will shortly be publisbed 
by Wm. Heinemann (Medical Books) Ltd. 
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Retters, Notes, and Ansivers. 


All communications in regard to editorial business should be 
addressed to The EDITOR, British Medical Journal, British 
Medical Association House, Tavistock Square, W.C.1. 


ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the Bririso Mepica, JOURNAL 
alone unless the contrary be stated. Correspondents who wish 
notice to be taken of their communications should authenticate 
them with their names, not necessarily for publication. 


Authors desiring REPRINTS of their articles published in the 
Mepicat JovrnaL must communicate with the Financial 
Secretary and Business Manager, British Medical Association 
House, ‘Tavistock Square, W.C.1, on receipt of proofs. 

All communications with reference to ADVERTISEMENTS, as well 
as orders for copies of the Journat, should be addressed to the 
Financial etary and Business Manager. 

TELEPHONE NUMBERS of the British Medical Association 
and the Mepicat Jourwat are MUSEUM 9861, 9862, 9863, 
and 986; (internal exchange, four lines). : 


The TELEGRAPHIC ADDRESSES are: 
EDITOR of the Mepicat Journat, Aitiology Westcent, 


London. 
FINANCIAL SECRETARY AND_ BUSINESS MANAG 


B 
(Advertisements, etc.), Articulate Westcent, London. 
MEDICAL SECRETARY, Medisecra Westcent, London. 


The address of the Irish Office of the British Medical Association is 
16, South Frederick Street, Dublin (telegrams: Bacillus, Dublin; 
telephone : 4737 Dublin), and of the Scottish Office, 6, Drumsheugh 
Gardens, Edinburgh (telegrams : Associate, Edinburgh; telephone : 
24361 Edinburgh, 


_ QUERIES AND ANSWERS. 


MENSTRUAL UNCLEANLINESS.” 

Dr. RoBErt HurcHison (London, W.) writes: I have recently 
discovered that there exists a belief, even amongst educate! 
persons, that if meat is handled by a woman during her 
menstrual period decomposition of the meat is apt to result. 
I should be glad if any of your readers can inform me whether 
this superstition is at all widespread and, if so, how it arose. 

*,* Some hint of an explanation of how it arose may perhaps 
be found in Leviticus, chapter 15, verse 19 et seq. The belief 
that milk may be spoiled if a menstruating woman handles the 
udder of the cow or the utensils is certainly very widespread. 


FFILATING.”” 

“J.E.P.” writes: The following is an extract from the church- 
wardens’ and overseers’ account for the year 1680: ‘‘ Paid for 
five yard of ffilating and for sugar, which was used about setting 
Peter Smyth’s leg, 0-0-6.” ‘ ffilating,’’ I am told, is a kind of 
luce and was probably used for a bandage. I should be inter- 
ested to learn for what ee the sugar was used. Was it 
to “ stiffen ’’ the bandage 

*,* This is probably a variant spelling of “ filleting,” which 
is synonymous with a bandage. The two small “f’s” represent 
a capital letter. In the New English Dictionary we find under 
Filleting: 

2. A woven material for binding; 
ent ing ; tape; a plece of the same; a band 
Examples of its use are: 

1658, A. Fox, Wurtz Surg., IL., xxviii, 197, “‘I tied on the roulers two 
filletios.”’ 
There ‘seems no connexion between ffilating and lace on record 
in any of the dictionaries consulted. It is perhaps suggestive 
that ‘‘ filles”? was also, and more commonly, used to denote 
a bandage, and that one meaning of this word, which is still in 
technical use, is a thin narrow strip of any material. The 
New English Dictionary has the following: 

“ Fillet. b. Carpentry. A narrow strip of wood fastened upon any 


surface to serve as a support, etc., or to strengthen.an angie formed by 
two surfaces."" 


It is tempting to suppose that this word may have been used for 
a light splint, aud the following quotation from Paley’s Natural 
Theology supports such an interpretation 3 
* We cannot hardly help [sic] ri ” 

knee) “ with the binding "ap of fracture, fier is 
vege emcapged across, for the sake of giving firmness and strength to 
Sugar may have been used asa poultice. We have kuown it so 
used aboard ship either alone or mixed with salt, and when 
mixed with soap it isa popular application for boils. Perhaps it 
acted as a hypertonic solution when wet. The eighteenth 


century surgeon, William Cheselden, used white of egg and flour 
to stiffen a bandage for fractures, etc., but we have no recollectiog 
of reading of sugar being so employed. As Cheselden tells uy 
that he got the idea from a bonesetter, the method may haye 
been in use for centuries, handed down as a trade secret, and 
1680 was not so very remote from his time. 


TREATMENT OF FLATULENCE. 

Dr. P. H. Court (Norton Cuckney, Mansfield) writes in answer to 
* West Country ’’ (October Ist, p. 620), who asked for advice ag 
to the treatment of recurrent attacks of gastric and_ intestinal 
flatulence, to recommend “ taxol,’? a French preparation. The 
makers state that it consists of extracts of intestinal glands and 

_ Of bile, together with lactic ferments, and agar-agar. Dr. Court 
recommends that it should be given after meals, and that the 

pow ed — be from one to six tablets, according to the result 
obtained. 


Dr. C. C. ELLiottT (Leicester), in reply to the inquiry from 
** West Country,’ sends the following suggestions: (1) Deal with 
oral sepsis, if present; (2) give 2 grains of takadiastase with 
each meal; (3) if still unrelieved, give also colloidal hydroxide 
of aluminium, two tablets before and two tablets after each meal, 


INCOME Tax. 

Car Replacement: Average Basis. 

“ W. L. A.” replaced his car in 1925 and, owing to the operation of 
the three years’ average, bas so far received a benefit of only 
one-third of that amount. As the assessment for 1927-28 is on 

the 1926 figures, he is losing tlie benefit of the remaining two 
thirds. Tne inspector of taxes offers to cancel the £69 deductiou 
and allow percentage wear and tear on (apparently) the new car, 
(Section 29, Finance Act, 1926, giving the election to continue 
the average does not apply.) 

*,* In our view the deduction of the 1925 expenses, giving an 
effective relief of £69 only, cau properly be treated as a grantol 
the “ obsolescence ” allowance. In that case there is no reasou 
why the depreciation allowance on the new car for 1927-28 and 
future years should not be given. (The 1926-27 claim is now out 
of date.) The equities of the case are so strong that the inspector 
might reasonably be pressed to deal with it on this basis. 


LETTERS, NOTES, ETC, 


INSURANCE AGAINSY ACCIDENTS TO DEPUTIES. 

“* SHEFFIELD ’’ writes: On inquiry I find that a medical man who 
employs a locumtenent is liable for accidents (1) under the 
common law; (2) under the Workmen’s Compensation Acts, 
Under the latter Acts ifa locumtenent meets with a fatal accideut 
when so employed the employer may have to pay as muchas 

This year I insured my locumtenent for three weeks 
There were the usual forms to be filled up and a payment of 
10s. 9d., also a wages book had to be kept showing the weekly 
payments to the locumtenent, and finally I had to fill up 
a form for the use of the Government inspector, giving full 
particulars of wages paid, costs of board, lodging, etc., and date 
of termination of contract, etc. I intend in future to cut all 
this trouble out by only engaging a locumtenent who has insured 
himself already against all risks. 


MEDICAL GOLF. 

THE autumn meeting of the Medical Golfing Society was held at 
Rye on October 8th and 9th, by kind permission. The course 
was in beautiful order and every arrangement was made for the 
comfort of the competitors. The thanks of the society are 
certainly due to the secretary, Major Reeves. The dinner 
selling sweep were a great success. The results of the com 
petitions were as follows: 

Singles v. Bogey.—lst, W. H. Lamplough, 1 up; 2nd, H. Chapple, 
1 down; G. Dawson and G. Hebert tied for third place, 2 down. 

Foursomes v. Bogey.—ist, L. Bromley and Surgeon Commander 
Rusack, 2 down; J. Everidge and M. 8. Mayou, J. C. Lee and D. Ligat 


tied for second place, 3 down. 
The Canny Ryall Cup was won by J. D. Gray with the score of 7; 
TT. A. Torrance, J. W. Harrison, and M. 8S. Mayou tied at 78 for second 


place. Won on replay by T. A. Torrance, 


BaG Founb. 

A BLACK Gladstone bag was picked up and handed to the police oa 
August 22nd on the Maidstone Road, East Sutton, near Malt 
stone. It is 15in. by 9in., lias become almost brown from weil 
and contains various surgical appliances, bandages, etc. Conk 
munications should be sent to the Kent County Constabulary, 
Wrens Cross, Maidstone. 


VACANCIES. 


NoriFications of offices vacaut in uuviversities, medical colleges 
and of vacant resident and other mo pemerge at hospi 
will be found at pages 39, 40, 41, 44, and 45 of our advertisemel 
columns, and advertisements as to assistantships 
and locumtenencies at pages 42 and 43. : 

A short summary of vacant posts notified in the advertisement 
columns appears in the Supplement at page 151. 


— 


